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THE RAT AND INFANTILE PARALYSIS: 


A THEORY. 


By Mark W. RIcHARDSON, MD., Boston. 


From 1909 to 1914, I was Secretary of the 
Massachusetts State Board of Health and was, 
therefore, intimately concerned in the investiga- 
tions made during those years in relation to the 
occurrence in that State of infantile paralysis. 
Begun in 1907, at the instigation of Dr. Robert 
W. Lovett, a member of the Board, and contin- 
ued intensively for a period of five years under 
his supervision, together with the expert codper- 
ation of Professors Milton J. Rosenau and Theo- 
bald Smith, the work of the Massachusetts health 
authorities represented an activity equalled only 
by the investigations carried on over a similar or 


longer period of time in Sweden. Because 


of 


their expert character, the Massachusetts inves- 
gations have received world-wide acknowledg- 
ment for the manner in which they were con- 
ducted and for the conclusions drawn from them. 


At the International 


Congress of Hygiene, 


held at Washington in 1912, it was my privilege 
to present for the Board the results of the Mass- 
achusetts experience for the previous five years, 
in which presentation I maintained that epidemi- 
ological observations in Massachusetts did not 
bear out the general assumption that the disease 


Was a contagious one in the ordinary sense, 


in 


that it was conveyed by direct or indirect personal 
contact through the secretions of the mouth and 
hose. Professor Rosenau, furthermore, present- 


ed experimental evidence to show that in mon- 
keys, the infection could be transferred through 
the bite of the stable fly, stomoxys calcitrans, an 
observation later confirmed by Anderson and 
Frost. These views, however, were combated 
by Professor Petterson, representing the Swedish 
Government, who presented an elaborate brochure 
defending the thesis that the bodily secretions 
and excretions are important factors in the dis- 
tribution of infantile paralysis and that direct 
and indirect human contact are the determin- 
ing influences in the spread of the disease. 

Unfortunately for the insect and fly theory of 
transfer, experiments made by a number of ob- 
servers in the years following 1912 failed to 
confirm the results of Rosenau and of Anderson 
and Frost, so that medical opinion has gradually 
accepted the claims of the Swedish observers 
that personal contact is the essential element in 
the spread of the infection. This conclusion is 
hardly to be wondered at, in view of the fact 
that the virus of the disease can be demonstrated 
not only in the secretions and excretions of the 
sick individual, but also oftentimes.in the nasal 
secretions of healthy persons who have been in 
association with patients. Then, too, the insect 
theory, especially as related to the stable fly, did 
not harmonize with the undoubted fact that win- 
ter epidemics, though rare, had been noted. 

In spite, however, of these contradictory ob- 
servations, I have never been seriously moved 
from my opinion that infantile paralysis is not 
transferred from person to person by direct or 
indirect contact, but that, in some manner, in- 
sects play an important role in the epidemiology 
of this disease. 
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The arguments in support of my position, I 
shall present in two categories: first, those argu- 
ments which militate against the transfer of in- 
fection by direct or indirect human contact, and, 
secondly, those which support the theory that 
the disease is transmitted by rats or other ro- 
dents, by insects on the rats or rodents, or by 
both in combination. 


Facts Against its Transfer by Direct or Indirect 
Human Contact. 


1. Nature of the virus: The virus of in- 
fantile paralysis resembles markedly that of 
rabies, essentially an animal disease. It is not 
in any way similar to that of tuberculosis, in- 
fluenza, pneumonia, diphtheria, septic sore 
throat, all of which so-called sputum diseases 
are known to be spread through personal con- 
tact, and the infected secretions of the mouth 
and nose. The virus of rabies is widely dis- 
seminated through the body and is present in the 
saliva, and yet, the disease is not transferred 
from individual to individual except through the 
agency of a punctured wound. The mere pres- 
ence, therefore, of the virus of infantile paraly- 
sis in secretions and excretions constitutes no 
proof that these body-products are of impor- 
tance in the spread of the disease, especially 
when the great majority of other epidemiologi- 
cal factors are shown to be against such agency. 

Summer incidence of the disease: The 
vast majority of cases occur during the spring, 
summer, and fall, when personal contact is least 
intimate. With the onset of winter, when the 
population becomes more and more congested in 
houses, schools, ete., the disease becomes reduced 
almost to nothing, whereas most of the above- 
mentioned sputum diseases occur chiefly in the 
winter time when congestion of the population 
is at its maximum. 

3. Maximum prevalence of the disease in 
country districts where personal contact is least 
intimate at all times. 

4. Failure to spread in general hospitals for 
children in which, up to recent times, cases have 
been received without let or hindrance. 

5. Failure to spread in schools and institu- 
tions for children in which single cases have 
occurred and where personal contact with large 
numbers of children has been intimate. 

6. Extreme rarity of the disease in doctors, 
nurses, and other attendants upon persons sick 
with infantile paralysis. 

7. Entire absence of infection in laboratory 
workers with the virus of infantile paralysis. 
Of course, in these two latter instances, the effect 
of age is important, but occasional infection 
would certainly be noted if the disease were 
markedly contagious. 

8. Comparatively rare occurrence of more 
than one case of the disease in large families of 
children even under the markedly congested 
conditions of tenement life. 

Epidemies cease oftentimes in mid-career, 
so to speak, when the human material has been 


by no means exhausted and the opportunities 
for direct or indirect contact are at their max. 
imum. 

10. Long continued immunity of cities and 
towns in close commercial relations with infected 
centres even though interchange of population 
with possibilities of indirect contact is marked. 
The city of Springfield, for instance, although in 
intimate commercial relations with the infected 
Berkshire district in 1907 and the infected Col- 
rain district in 1908, had practically no cases of 
infantile paralysis until the epidemic of 1910, 
A similar situation is noted by Wernstedt, who 
says, concerning the epidemic of 1911 in Sweden: 
‘‘It is to a certain degree surprising that in the 
three counties nearest Stockholm and the coun- 
ty of Stockholm no epidemic oceurrence of in- 
fantile paralysis can be traced until the epidem- 
ic had been raging in Stockholm for several 
months. In regard to the county of Upsala 
(next to Stockholm) the epidemic had already 
raged in Stockholm for two months before the 
first case of the epidemic was observed in this 
county, this case being, at the same time, the first 
observed here during that year.’’ A similar ex- 
perience was noted in Great Barrington in 1909, 
where a small but marked epidemic occurred 
first in September, October, and November, even 
though immediately adjacent towns of Berkshire 
County were afflicted during June, July, and 
August. 


11. The Colrain epidemic in 1908 was per- 
haps the most severe on record, thirteen per 
thousand of the population being affected, yet 
according to Emerson, who investigated the epi- 
demic in this and neighboring towns, evidence 
of contagion was practically lacking. 


12. The disease has been noted by many ob- 
servers to travel radially from centres of infee- 
tion, and it is very common to find the later cases 
on the outskirts of the infected area. 
If third persons or indirect contact were respon- 
sible for the spread of the disease, we should ex- 
pect to have an irregular distribution and to 
find early as well as late cases on the periphery. 


13. Finally must be explained the very im- 
portant fact that given areas once severely in- 
fected are commonly immune for a considerable 
period of years in spite of the fact that new 
generations are constantly being born and new 
susceptible material is being brought in from 
non-infected neighborhoods. Swedish observers, 
for instance, have pointed out, in comparing the 
two great Swedish epidemics of 1905 and 1911, 
the fact that although the affected districts in 
1911 are contiguous to the districts affected in 
1905 and have, therefore, apparently some im- 
portant relation to the older epidemic, the older 
areas were, in 1911, practically free from the 
disease even though the newer areas were affect- 
ed to a maximum extent. The conclusion 15, 
therefore, necessarily to be drawn that the ep!- 
demic in 1911 had some intimate connection with 
that of 1905 though the relation is not clear. In 
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order to explain the immunity of the old areas, 
the Swedish investigators have put forward the 
theory that in 1905 the disease was very much 
more prevalent than was recognized, so much 
so in fact that, through the agency of missed 
and abortive cases, the community in some way 
not only became immune itself, but, in some un- 
recognized manner, communicated that immuni- 
ty to the new-born generations. It is, of course, 
apparent that this theory is a very far-fetched 
one. Conceivably such a conclusion might be 
drawn if there had been in 1905 a severe infec. 
tion of adults. Children born in the interval 
between 1905 and 1911 might thus perhaps in- 
herit an immunity, but adults, as a rule, are not 
susceptible to the disease. This point will be 
taken up again in a succeeding statement and a 
theory much more in accordance with the facts 
will be submitted. 


Facts Supporting the Theory that the Disease is 
Transferred by Rodents, Insects, or Both. 


Summer incidence of the disease: That polio- 
myelitis occurs at its maximum in the summer 
months is a fact which the supporters of human 
transmission cannot get away from, and one 
which they, as a rule, glide over with insufficient 
comment. The resemblance, furthermore, of the 
disease in its epidemiology to malaria and yellow 
fever has been noted more than once. Moreover, 
the positive results of Rosenau and also of An- 
derson and Frost, together with the successful 
experiment of Flexner with the bed-bug, made it 
highly probable that insects might, in some in- 
stances at least, be instrumental in the transfer 
of the disease. In this connection, indeed, a few 
positive experiences by observers of the first 
class are sufficient to counterbalance in their 
evidential value many negative results. That the 
bed-bug might be the intermediate link in the 
chain seemed to me highly improbable in view 
of the fact that infantile paralysis attacks with 
almost equal frequency all strata of society. In 
considering, furthermore, the possible agency 
of the stable fly, it has always been difficult for 
me and others to explain the undoubted, though 
rare, occurrence of winter epidemics. Thus, by 
a sort of elimination, one is brought to a con- 
sideration of another epidemic disease, plague, 
Which is known to be transferred, for the great 
part, through the agency of the rat and the flea, 
and to be most prevalent during the warmer 
Seasons, 

The possible relation of the rat to infantile 
paralysis was first brought to my attention in 
1910 through an observation made by Dr. Charles 
E. Simpson, State Inspector of Health. In in- 
Vestigating an epidemic of the disease, Dr. Simp- 
Son observed the fact that many rats, whose 
homes had been in a town dump, were compelled, 
because of a fire in that dump, to seek refuge in 
the neighboring houses, In these houses infantile 
paralysis seemed to be unduly prevalent. Another 
*xperience pointing in the same direction oc- 
curred in a small country neighborhood occu- 


pied as a summer colony by a number of city 
residents. The only immediate unusual factor 
to be assigned for this epidemic was the removal, 
from one situation to another, of an old barn. 
The barn cellar was dug up and improved, and, 
during this operation, the affected children 
played in the excavation. The inference is, of 
course, that many old rat holes were destroyed 
and that the accumulation of yearsin the way of 
rat disease and fleas may have been distributed 
broadcast to the outside world. A third observa- 
tion, but a rare one, was made in a Massachu- 
setts city where, in an infected district, many 
rats were said to have been found dead. In an- 
other city a muddy river and its tributaries 
honeycombed to a greater or less extent the mu- 
nicipality. The location of the cases of infantile 
paralysis seemed to have a remarkable relation 
to this stream and its branches. Indeed, the 
whole Massachusetts experience seems to indicate 
that the disease has been endemic along its 
rivers, most of which are polluted by sewage to 
a greater or less extent. The possible association 
of the water rat was thus indicated. 

If, now, we take the rat and its parasite, the 
flea, as the hypothetical agents in the transmis- 
sion of infantile paralysis, how does this assump- 
tion fit the epidemiological facts? 


1. The rat has a world-wide distribution. 


2. It is found in habitations of all classes of 
the community, rich as well as poor. 


3. In the winter time the rat keeps largely to 
its hole, coming forth in the spring with the ad- 
vent of warm weather and the growth of appro- 
priate food. 


4. Although statistics are unavailable, it 
seems highly probable that rats are more com- 
mon in the country, at least in proportion to the 
population, than they are in the city. In any 
event, it is not unreasonable to suppose that in 
ordinary country barns, out-houses, ete., the ex- 
posure to rat influence is much more marked 
than it is in the city where the houses are better 
built and where sewage and other sanitary pro- 
visions are much more complete. In any event, 
the children are constantly in the barns and nu- 
merous eats and dogs might convey infected fleas 
to the houses. Incidentally, the cats and dogs 
might become infected. This increased exposure 
to rat influence might, moreover, explain the 
higher percentage of adult infection in rural 
districts, noted by Frost. 

5. The great increase in poliomyelitis during 
the last twenty-five years has been explained as 
due to the great increase in facility of trans- 
portation all over the world, so that infinitely in- 
creased human contact has become possible. The 
same argument would apply, however, to the 
transfer of infected rats from one locality to an- 
other. Indeed such transfer in freight cars and 
ships carrying grain, cattle, pigs, ete., must be 
common. This brings us to another considera- 
tion. 
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6. That the relation to the railroads of cases 
of infantile paralysis has been noticed by a num- 
ber of observers. Nothing could be more prob- 
able than that children living near railroads 
should play in rat-infected freight cars. In- 
fected rats, furthermore, if dropped from freight 
cars, would necessarily seek their food in the im- 
mediate neighborhood. A possible case in point 
was that of a young college student who con- 
tracted infantile paralysis during his summer 
occupation as a freight brakeman. 


7. In the study of the epidemiology of in- 
fantile paralysis, it has been a common observa- 
tion that (a) the disease occurs in foci, (b) in 
general, the cases spread more or less radially 
from centres of infection, and (c) the intensity 
of infection rises in one neighborhood while it 
is decreasing in a focus in its immediate vicin- 
ity. Such a fact is hard to explain through hu- 
man transmission, which should result in the ir- 
regular distribution of cases, but is perfectly con- 
sonant with a gradually spreading infection of 
rodents. The migratory habits of the rat are 
well known. In New Orleans, Creel found that 
marked rats set free at a certain point in the 
city could be trapped considerable distances 
away in a very short time. Indeed, migrations 
of large numbers of rats over long distances are 
on record. The rat would, therefore, satisfae- 
torily explain the spread of infantile paralysis 
from one part of a city to another, from one 
town to another, or from one country to another. 
In this connection, the following theoretical 
point may be of importance. In a number of in- 
stances, it has been noticed that before the be- 
ginning of an epidemic, a single case of infantile 
paralysis has occurred in the early months of the 
year, perhaps in March or April. The real epi- 
demic, however, has not made its appearance 
until May or June. In other words, there seems 
to be a distinet period of latency or ineubation, 
the need of which is hard to determine in view 
of the fact that abundant susceptible human 
material is close at hand. The period between 
generations of rats is approximately three 
months, and this fact may have some relative 
bearing; a new generation of young rats possi- 
bly being necessary to the further propagation 
of the disease. Or, perhaps, the virus must 
undergo a cycle of development in the flea. In 
this connection may be cited the experiments of 
Rosenau, who was able to convey to young rab- 
bits the infection of infantile paralysis. The 
suggestion, therefore, may be pertinent that 
young rats, like young human beings and young 
rabbits, are much more susceptible to the dis- 
ease than adult rats and that in a given epidemic 
focus, no further progress will be possible until 
a new generation of voung rats has been born. 
Herein, moreover, may lie the explanation of the 
fact that epidemics often show two points of 
maximum intensity a month or two apart. 


(Nore.—Dr. Rosenau tells me that he has 
been able recently to produce paralytie disease 


in rats by inoculation with the virus of infantile 
paralysis. The experimental data are, however, 
not sufficiently advanced to justify conclusions. ) 


8. It has been noted above that districts se- 
verely affected by infantile paralysis are rarely 
affected again for a considerable period of time 
and that the Swedish observers have attempted 
to explain this fact by the assumed occurrence 
of a far-reaching immunization of the general 
human population. I have already pointed out 
that such a theory would be tenable only if 
adults were markedly subject to the disease. [ 
believe, however, that such a local geographical 
immunization might well be possible through ex- 
tensive infection affecting primarily not the hu- 
man but the rodent population. With the im- 
munization of the rats, the human epidemic must 
necessarily cease. Whether such an immunity 
exists and can be transferred from adult rodent 
to offspring must be determined by experiment. 

9. In the transfer of the infection from the 
rat to man, the agency of the flea is assumed, 
although the possible contamination of food by 
rodent excretions might well be considered. The 
insect transfer might be simply mechanical or 
it might require a preliminary cycle of develop- 
ment of the virus in the flea. Furthermore, the 
possible réle of cats, dogs, and other animals, 
or even human beings, as carriers of infected 
fleas, would be apparent. Moreover, in grossly 
unsanitary surroundings, the fleas might carry 
infection from one child to another directly. 

The foregoing theoretical considerations have 
been put forward as explaining better than any 
other hypothesis as yet submitted, the epidemio- 
logical facts as observed in infantile paralysis. 

The human contact theory cannot be made to 
fit these facts except by efforts so extraordinary 
that the value of the theory is thereby practically 
destroyed. 

That many and extended experimental investi- 
gations will be necessary in order to determine 
the validity of the rodent theory goes without 
saying. 

Our present knowledge shows the rat to be 
an enormous burden to mankind from the point 
of view of both economics and health. If it 
shall be shown that infantile paralysis is due 
in any way to the rat, no further argument will 
be required for world-wide efforts towards the 
destruction of these vermin. 


SOME MEDICAL ASPECTS OF THE WORK- 
MEN’S COMPENSATION ACT.* 
By Francis D. Donocuvr, M.D., Boston, 
Medical Adviser of the Industrial Accident Board. 
the Workmen’s Compensation Act 


went into effect in July, 1912, the relation of the 


* Abstract of remarks at the meeting of the Berkshire District 
Medical Society, June 29, 1916. 
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medical profession to the treatment of accident | 
eases was considerably changed. The law which 
went into effect in regard to medical services is | 
as follows: | 

“During the first two weeks after the injury, 
the association shall furnish reasonable medical 
and hospital services, and medicines when they 
are needed. 


The theory of this law was that the insurance 
companies, who represented the employers of 
labor, would provide the best kind of treatment, 
because of the fact that if good treatment was_ 
not provided, the period of disability would be 
prolonged. It is this provision which has made 
a large part of the so-called dissatisfaction of 
the medical profession with the Industrial <Ae- | 
cident Board, but it is only fair to point out 
that this is the law of the Commonwealth and 
is not a rule or regulation of the Industrial Ac- 
cident Board. Efforts to amend this law and 
give the injured man the right to name his own 
doctor, have been made at each _ session of 
the Legislature, but without success, and in 
a recent decision of the Supreme Court, the 
right of the insurance company to provide treat- 
ment is upheld if it offers reasonable and ade- 
quate treatment, the only question upon which 
the Accident Board is called upon to pass. The 
man is bound to accept it unless he is willing 
to pay for his own treatment. 

The Industrial Accident Board, from the be- 
ginning, have been in favor of liberal treatment 
of the medical profession and a liberal interpre- 
tation of the law, so that the man would not only 
have good treatment but, as far as possible, have 
the kind of treatment with which he would be 
best satisfied. To aid in carrying out the law 
and to try and obtain from the medical profes- 
sion its support, a largely attended meeting was 
held at the State House on March 26, 1913, pre- 
sided over by the Honorable James B. Carroll, 
the first chairman of the Board, who has since 
been honored by elevation to the Superior Court 
and then to the Supreme Bench. The result of 
that meeting was published by the Accident 
Board in pamphlet form, Bulletin No. 4, and 
widely circulated. : 

Acting upon the advice of the medical pro- 
fession, the Industrial Accident Board called 
upon the Massachusetts Medical Society and the 
Massachusetts Homeopathic Medical Society, 
each to delegate two members who would serve 
as members of a committee in conjunction with 
three men to be appointed by the Board, to pass 
upon the medical problems from the standpoint 
of the physician. The result of the meeting of 
that committee, whose recommendations are con- 


tained in Bulletin No. 6, have been followed by 
the Industrial Accident Board. The recommen- 
dations, which are the basis of the decisions made 
ay the Board up to the present time, read as fol- 


‘‘Fourth—That insurance companies be re- 


quested to provide suitable blanks for notifica- 


tions as well as specifications of services render- 
ed by physicians. 

Fifth —That industrial insurance companies 
be encouraged to allow all reputable physicians 
to render services in industrial accidents, pro- 


vided they are willing to render such services 


upon reasonable basis. 

Sixth.—That the Accident Board should make 
arrangements with which the insurance compa- 
nies should codperate; that any physician whose 
bill is in dispute may appear before a represen- 
tative of the Accident Board within a reasonable 
distance of his home. 

Seventh.—That the Accident Board shall pro- 
vide for medical referees by districts. 

Eighth.—That fees paid by the companies 
should not be less than the average minimum 
fee in the locality in which the service is ren- 
dered. 


Ninth.—That charges up to $50 for major 
operations are not excessive. 


Tenth.—That physicians appearing at hear- 
ings before the Board shall receive the compen- 
sation as provided for under Section 8, Part 
III, of the act. (By a subsequent vote of the 
medical advisory committee this should not ap- 
ply to the impartial examiners named by the 
Board. ) 


Eleventh.—That services rendered by lodge 
physicians be paid for, provided it is not in- 
consistent with the rules of the order. 

Twelfth.—That specialists, established and re- 
cognized by the profession as such, may receive 
special rates for their work, provided the case 
requires special skill. 

Thirteenth.—That the ruling previously made 
by the Accident Board, that ‘fees should not be 
charged an injured party whose employer was 
insured larger than the injured party would be 
charged were he not insured,’ should be inter- 
preted to mean that in a given accident the fee 
paid by the insurance companies for services 
should not be less than the average minimum 
fee for similar services in the locality in whieh 
said services are rendered.”’ 


In spite of the fact that the law permits in- 
suring companies to provide treatment, the larg- 
er number of companies permit a free choice 
of physicians as long as bills are rendered upon 
what the Industrial Accident Board has termed 
‘‘an industrial basis.’’ It is evident that both 
a free choice of physicians, and the placing of 
all the medical rights of the man in the hands 
of the insuring company, have elements of weak- 
ness which lead to dissatisfaction. The two 
weeks’ period for medical services worked fair- 
ly well, but as there are upwards of 18,000 cases 
a year that go beyond the two weeks, and as cases 
were found in which treatment was needed 
weeks or months after the injury, the Industrial 
Accident Board petitioned to the Legislature of 
1913 as follows: 
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‘‘The Industrial Accident Board requests that 
the Legislature give the Board the power to re- 
quire the payment of bills for medical and sur- 
gical treatment, medicine, medical and surgical 
supplies, erutches and apparatus when neces- 
sary, beyond the first two weeks after the in- 
jury, in unusual eases where the injury is so 
serious as to require and warrant such addition- 
al medical treatment.’ 

Based upon this request, the Legislature 
passed a law which went into effect on October 
1, 1914, amending the law so that the law reads 
as follows: 


‘During the first two weeks after the injury, 
and, if the employee is not immediately ineca- 
pacitated thereby from earning full wages, then 
from the time of such incapacity, and in un- 
usual cases, in the discretion of the board, for a 
longer period, the association shall furnish rea- 
sonable medical and hospital services, and medi- 
cines when they are needed. Where, in a case 
of emergency, or for other justifiable cause, a 
physician other than the one provided by the 
association is called in to treat the injured em- 
ployee, the reasonable cost of his services shall 
be paid by the association, subject to the ap- 
proval of the Industrial Accident Board. Such 
approval shall be granted only if the Board finds 
that there was such justifiable cause and that 
the charge for the services is reasonable.’”’ 


Since October 1, 1914, the Board has the right 
in unusual cases to approve the payment of 
medical services beyond or after the first two 
weeks. The unusual feature of each case under 
the law must be considered and passed upon by 
the Industrial Accident Board before a doctor 
is able to collect for services after the first two 
weeks. The Board, however, has interpreted 
this, as in all other problems connected with 
the treatment of an injured man, in a liberal 
spirit; but for the protection of the doctor and 
of the patient, application should be made and 
the insurance company notified before the 14th 
day when it appears that the case is one that is 
going beyond the two weeks’ period. 

The insurance companies in hospital cases 
where the hospitals have met them half way, 
have also been liberal, and one type of case, 
namely, the fractures of the long bone, the frae- 
tures of the spine, in which hospital treatment 
heyond the first two weeks is necessary, have 
largely been cared for without question. The 
Board, in addition to taking into account the 
seriousness of the nature of the injury and the 
cost of hospital and medical services, takes into 
account other surroundings of the patient, such 
as whether or not there are dependents for 
whom compensation money must be used, and if 
used for dependents, would leave little for med- 
ical care. In other words, the amount of com- 
pensation paid and the demands made upon the 
compensation are both factors which should be 
represented to the Accident Board when appli- 
cations are made for medical treatment. 


Under the first law, the doctor had no in- 
dividual standing in regard to the collection of 
his bill. He could not ask for a hearing and his 
rights to collect were so merged with the rights 
of the injured employee, that unless the injured 
employee asked for a hearing upon the doctor’s 
bill, there was no way for the doctor to get a 
hearing. The Industrial Accident Board pe- 
titioned the Legislature that this be remedied. 
The Legislature passed a law which went into 
effect on June 25, 1914, amending the law so 
that the law reads as follows: (Section 13, Part 
IIT.) 


‘*Fees of attorneys and physicians, and charges 
of hospitals for services under this act, shall 
be subject to the approval of the Industrial Ac- 
cident Board. If the association and any phy- 
sician or hospital, or the employee and any at- 
torney, fail to reach an agreement as to the 
amount to be paid for such services, either 
party may notify the Board, which may there- 
upon call for the formation of a committee of 
arbitration, in accordance with the provisions 
of this act, and all proceedings thereunder shall 
be in accordance with the provisions of this 
act.’’ 


The Workmen’s Compensation Act has, as a 
fundamental, the insurance of the wage-earning 
capacity of the worker and not the insurance 
of the employer against lawsuits. If the law is 
approached with this idea in mind, it would at 
once appear that the restoration of function, if 


accidents cannot be prevented, is of almost para- 
mount importance. 


Restoration of the worker 
means prompt and adequate care that dangers 
to life may be minimized, that long disabilities 
be prevented, and that when healing processes 
are complete, there shall be treatment and train- 
ing given so that the injured may use, to the best 
advantage, the mutilated or disabled part which 
results from his industrial injury. 

Among other things in the interpretation of 
the law, the Board has interpreted, as medical 
services, dentistry; but dentistry, when needed, 
should only be provided after consultation 
either with the insurance company or thie 
Board. Eye-glasses have been considered ne- 
cessary for the restoration of men to work; ar- 
tificial eves have been provided and, by agree- 
ment with the companies, artificial limbs also. 

The old method of determining the rights of 
an injured man, based upon his one day in 
court, under the Workmen’s Compensation Act, 
is greatly changed. Opinion evidence, there- 
fore, as to diagnosis and prognosis, does not have 
the same relation to the rights of the man that 
it does in ordinary court procedure. 

In the first place, it is necessary to determine 
if the injury arises out of and in consequence of 
the employment. That settled, the next im- 
portant thing is to give such treatment as will 
restore the injured employee to his former wage- 
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earning condition. In the hearings before the 
Board, there is not the effort to settle the case 
at one hearing, that always is made in a court 
of law. but he is entitled to observation under 
competent medical observers acting impartially 
for the Board, and over a sufficient period of 
time, so as to insure proper consideration of the 
injured man’s rights from all standpoints. 

The wage earner of the Commonwealth is one 
of our greatest assets and the loss of time of any 
trained workman is a loss not only to himself, | 
but a loss to the. community. One of the first. 
results of the Workmen’s Compensation law, 
aside from the applied Christianity which is 
involved, is the fact that the workmen receive ade- 
quate care in the form of medical services, but 
what may be more important, a study is made 
to prevent the occurrence of accidents; and pre- 
vention is undoubtedly better than compensa- 
tion. 

A large part of the criticism of the Industrial 
Accident Board from the medical profession has 
come, I think, from not understanding what the 
Accident Board ean do and what the Accident 
Board cannot do. The Industrial Accident 
Board is created by alaw which carefully defines 
its powers, and it also defines certain procedures 
which the Industrial Accident Board is bound to 
follow. Just as the Workmen’s Compensation 
law altered materially the relation between em- 
plover and employee, so it altered the relation 
of the medical profession to injured employees. 
It also altered the relation of the lawyer and his 
client, if the client was an employee insured 
under the Act. To pass upon the rights of the 
employer represented by one of the many in- 
suring companies, the employee, the hospital or 
the doctor who cared for the employee, the law- 
yer who looked after his interests, are a part of 
the duties of the Industrial Accident Board. 

There is a considerable misunderstanding 
about the functions of the medical adviser of 
the Industrial Aecident Board and he is eriti- 
cized for many things about which he knows 
nothing and for which he is in no way respon- 
sible. If you will pardon me,—because this is 
rather personal,—I would like to say that under 


Industrial Accident Board on such matters as 
they ask his opinion. His opinion is not taken 
as a Substitute for other testimony given at 
hearings, unless he appears in the case and tes- 
tifies under oath. For that reason, medical tes- 
tmony given by the attending physicians, or 
others called in eases, should be given with as 
much thought and eare as if given in any other 
court, because the committee of arbitration un- 
der the law has no other evidence on which to 
make findings and it is only on review or appeal 
to the full Board that other evidence may be in- 
troduced. The medical opinion on a given case 


does not supplant testimony in regard to facts 
which are presented by other witnesses. 

The law is not perfect; it is in process of 
change, but it has, as a fundamental, the proper 
conservation of the wage earner and offers a 
great field for medical study, medical investi- 
‘gation and constructive medical care. 

To carry out the law, the Industrial Accident 
Board must depend upon the medical profession 
iboth for proper treatment and to see that the 
attention of the injured workman is properly 
called to his medical rights when the right de- 
pends upon some fact of which only the medi- 
cal profession would have proper knowledge. It 
must depend upon the profession for certificates 
regarding the condition of men, and must rely 
upon their testimony in arriving at just con- 
clusions. There is a great obligation on the 
profession to aid in carrying out this most hu- 
manitarian act. 


THE WEASEL IN MEDICINE. 


Mr. Puiu Hae has recently called atten- 
tion to the description given in Edward Top- 
sel’s ‘‘History of Four-Footed Beasts and Ser- 
pents’’ (London, 1658) of the medicinal uses 
that were made of the weasel in the spacious 
Elizabethan days and thereafter, as late as the 
Restoration. The following is the remedy ree- 
ommended for gout: 

‘¢*Take a little young whelp alive, well fat- 
ted, and a living Weasel in nine pints of Oyl, 
and unto the same two or three pounds of but- 
ter and boyl them together until the beasts be 
made lank or lither, and then put your hands 
or feet a whole day in hot Oyl well strained.’ 
It* would be easier, continues Mr. Hale, to put 
weasel powder in wine; this would also be effi- 
eacious in epilepsy, the headache, and in case 
you were bitten by a scorpion ; also for palsy or 
shaking of the joints; ‘very effectual for the ex- 
pelling or taking away of the pin and web in 
the eyes’; it helps all sores and impostumes. 
Some recommend the brains of a camel mingled 
with those of a weasel. If an ox or horse is 
stung or bitten, stroke the wounded place with 
a weasel skin. If you are bitten by a weasel, 
apply onions and garlic externally or in sweet 
wine. 
wo pemedies should here be given in full. 
The powder of a weasel being mingled with the 
blood of a young swallow doth heal the quinsie 
or squinzie, ‘The same isalso very effectual for 
the expelling of wens or bunches in the body. 
The same diseases are both healed by this medi- 
eine, to burn a living weasel altogether in an 
earthern pot, and to mingle with the powder 
thereof Honey, Turpentine and Butter of each a 


is. important if properly considered, but it 
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Oyntment to apply it unto the bodies of the 
grieved parties.’ 

‘‘*There is a speedy remedy for the driving 
away of rheum in the head, and the Catarrh 
swelling by rheum in the jawes, which is this: 
To take a Weasel upon a Thursday in the old 
Moon, and put him alive in an unburned pot, 
that in the Boyling he may be torn, and dryed 
into powder, which powder being gathered to- 
gether and well tempered with Honey, to give 
it to the diseased person every day in a spoon 
fasting, to the quantity of three drams, and it 
will in short space wonderfully ease him.’ 

‘‘These remedies, Mr. Hale pertinently ob- 
serves, were prescribed by the wisest ancients. 
They were soberly advised in 1658. What will 
men and women of 2158 say to the treatments 
and prescriptions of 1916?”’ 


THE MAJOR DIVISIONS OF MENTAL 
HYGIENE—PUBLIC, SOCIAL, INDIVID- 
UAL.* 


By E. E. Sovurwarp, M.D., Boston, 
Director, Psychopathic Hospital, Boston. 


I TOOK occasion in preparation for this dis- 
cussion to jot down a number of points which 
I might desire to make concerning mental hy- 
giene. To my astonishment, I shortly found 
that I had written out no less than seventy-nine 
headings. These I shall forbear to present to 
you in their fulness, and hope that the chairman 
will call me to order when the fatigue point of 
the audience is reached. 

It is unlikely that there should be seventy- 
nine main divisions in mental hygiene. The 
classical situation with numerous sciences and 
arts is that they shall divide up into three or 
perhaps into five divisions. As a fact, I found 
very many of the considerations in mental hy- 
giene may be grouped under three headings. 
There is a mental hygiene of a public or govern- 
mental nature; there is a mental hygiene of a 
social nature; and there is the far more familiar 
and well-known mental hygiene which considers 
the individual as such. Dean Pound of the 
Harvard Law School has divided legal interests 
into public, social, and individual, and I feel 
that his legal distinction pretty well holds in 
mental hygiene. 

If we run through the great group of admis- 
sions at a hospital like the Psychopathic Hospi- 
tal (which this year, 1915, has admitted no less 
than 2000 patients), we shall find that a certain 
ange proportion of the cases are routine cases, 


Read before the Conference of the saneetimentts Society for 
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whose public, social, and individual features are 


obvious and clear, immediately suggesting an 


appropriate disposition and appropriate meas- 


ures of treatment. These routine cases may not 
all be successfully treated from the standpoint 
of the individual; but from the standpoint of 
society and the public authorities, they can be 
successfully handled on the basis of familiar 
and well-understood rules of government, soci- 
ety, and medicine. But over against these rou- 
tine cases, we find a minority of cases of a more 
difficult nature, which I may eall the intensive 
group. The physicians among you will call to 
mind at once cases of mental complications in 
pregnancy, cases of brain syphilis requiring 
special treatment, and the like. It is true that 
these cases form an important subgroup among 
the intensive cases and require expert examina- 
tions and special devices in treatment. But 
aside from these intensive medical cases, we find 
once more that the publie, social, and the indi- 
vidual grouping, which I have just mentioned, 
is further exemplified. For instance, we find a 
small but perturbing group of (a) public ser- 
vice cases. In this group, we have to deal with 
eases of family dispute with respect to will 
making and the like. Again we have to deal 
with superior court cases given to us for medi- 
eal examination and decision. Again the police 
courts and the juvenile courts give us cases of 
such a special nature that they belong in the 
intensive group. The Industrial Accident Board 
and the Immigration Service, to say nothing of 
the schools, furnish their quota. 

Besides the public service group, there is what 
may be called (b) a social service group of 
cases, in which legal problems are not promi- 
nent, but in which economic and domestic, and 
other environmental difficulties predominate. 
Again, we have a great number of (c) individ- 
ual cases which are neither intensively medical 
nor of particular importance to the public au- 
thorities from the standpoint of community wel- 
fare, nor again of particular social importance 
or open to social service management for their 
cure or amelioration. 

This brief characterization will serve to indi- 
cate some of the main divisions of mental hy- 
giene as they develop, from a review of cases 
actually flowing into such an institution as the 
Psychopathic Hospital. You are, doubtless, all 
aware how different in its scope and effect the 
Psychopathic Hospital is from the ordinary hos- 
pitals for the committed insane. Our cases are 
a group that in former years would never have 
reached the hospitals for the insane, at least in 
any such quantity. So much I would say to 
a lay audience by way of emphasizing the fact 
that the task of mental hygiene is not merely 
that of improving the outlook of the given indi- 
vidual. From Feuchtersleben’s work on the 
‘*hygiene of the soul,’’ to date, it is true that 
mental hygiene has developed from an interest 
in the individual, and I for one am not disposed 
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to regard this, in some sense, narrow view of 
the function of mental hygiene, as at all un- 
fortunate. Many of the most effective workers 
in the mental hygiene movement have started 
from an entirely individual interest in the prob- 
lem, seeking the way out at first by endeavors 
to legislate improvement into the situation, and 
later by the slower process of moulding public 
and social opinion. But to deal with mental 
hygiene in any of its phases means that we are 
earried directly from the problems of the indi- 
vidual to problems of society, and if life favors 
us with a little power, our interests pass from 
the less definitely social range to that more defi- 
nitely crystallized portion of society’s efforts 
known as government. In short, no one inter- 
ested in the mental hygiene of the individual 
but finds himself forthwith launched upon one 
of the most stimulating of all social uplift move- 
ments, leading directly to efforts to establish in 
the framework of government a variety of meas- 
ures for the mentally sick and defective. 

The laity and the medical profession need no 
warning about the value of individuality in 
every human being. We do find, however—I 
speak possibly as a somewhat prejudiced physi- 
cian—that the legal profession and the courts 
fall prey to a certain formulating tendency in 
which the interest of the individual gets lost or 
obscured. One of our problems in mental hy- 
giene is to force the necessity of individualiza- 
tion of diagnosis and treatment upon the legal 
profession and the courts. I do not refer mere- 
ly to the lack of individual handling of crimi- 
nals and alleged criminals, although the situa- 
tion here obviously enough calls for a revamp- 
ing of the legal point of view. You will all 
have read or gotten some inkling of the work 
of Healy on the Individual Delinquent. As a 
medical man, I was struck with the vehemence 
and insistence of Healy’s claim for individual- 
ization in the classification and handling of de- 
linquents. Medical men and thoughtful laymen 


do not perhaps need to be brought to look upon 


What they regard as so obvious a matter, name- 
ly, that each human being, whether or not al- 
leged to be a criminal, requires individualized 
management. If we look into the criminological 
world, however, we shall find that the lawyers 
and the judges, and perhaps even some proba- 
tion officers, need to go a good way before they 
will arrive at what medical men would regard 
as a proper individualization of their material. 
This is doubtless why Dr. Healy, fresh from 
his rich experience on the border line between 
medicine and law, should have thought fit to 
devote a large work like The Individual Delin- 
quent to the necessity of individualization in 
the handling of medical aspects of delinquents. 
_ 1 said awhile since that individualized hand- 
ling of mental situations by the lawyers and the 
Judges should not be confined to criminals and 
alleged criminals. It is our task to demonstrate 
‘0 the lawyers and the judges that the concept 


insanity itself is a somewhat artificial unit; that 
in point of fact, every insane person is really 
the victim of a particular form of mental dis- 
ease. Kraepelin remarks that one should hesi- 
tate to classify a person as insane unless one 
can put him in a particular disease group. It 
is a question how far any but the most enlight- 
ened judges and lawyers understand the nature 
of the point I am endeavoring to make. The 
erystallized form of social service which we call 
court procedure or a system of jurisprudence is 
from its very nature liable to overformulation. 
The rock upon which social progress is founded 
is consideration for the individual. We must 
convince our servants in that more crystallized, 
not to say fossilized, regions of social service 
called public service, in the first place, that it 
is not government they are serving, but society ; 
and that in the end, it is not even society which 
is sO important as its individual constituents,— 
men and women. 

The social workers of the audience will be 
inclined at this point to pick a quarrel with me, 
for they are aware that physicians are by no 
means always ready to take that kind of inter- 
est in the individual as such as is ingrained in 
the hearts of social workers. The social workers 
find that we physicians are more interested in 
parts of individuals than in the individuals 
themselves. They respect our analyses and 
want our diagnoses; but between the analytical 
physicians, on the one hand, and the overfor- 
mulizing governmental representatives on the 
other, the social workers find a heavy task. Ad- 
ministrators tell me that social workers often 
strive to break the law gently for the purpose 
of helping individuals. Physicians tell me, on 
the other hand, that social workers may easily 
have too much confidence in the ability of 
money and vacations to solve medical problems. 
The social worker is, in a sense, the marrow of 
the present situation. I believe that a promi- 
nent practical sociologist has questioned wheth- 
er social work at this time is a profession. If 
not, social work is at any rate a sort of cement 
substance or intermediary body between all the 
various agencies which I have mentioned, to say 
nothing of the hospitals and relief agencies. 
Social workers carry the decision of the physi- 
cian to the lawyer, the decision of the lawyer 
to the physician, and the decisions of both to 
the family. They may even be found explaining 
these decisions to the patient himself (some- 
times a doubtful expedient in the case of psy- 
chopathie persons), and they carry back news 
from the individual to his family, from the fam- 
ily to the judge, to the probation officer, to the 
physician, and to the public institution admin- 
istrator. 

The major divisions of mental hygiene, then, 
from the present aspect, may be taken as public, 
as social, and as individual. Development of 
the public branch of mental hygiene is in the 
hands of the lawyers and the institution ad- 
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ministrators, upon whose experience judicial 
decisions and statutory provisions will gradu- 
ally develop the power of society over the psy- 
chopath and his family, not only in the interest 
of society and the family, but also in the inter- 
est of the patient himself. The non-public, or 
more broadly social branch of mental hygiene is 
still in an unfinished and developmental state 
owing to the doubt which prevails whether so- 
cial service is as yet a profession. Until it be- 
comes such, doubtless no great amount of lever- 
age can be got for improvement of the social 
situation on behalf either of the psychopath or 
of his fellows. In point of fact, evolution in the 
past has tended in some countries to make pub- 
lie duty out of every well demonstrated social 
need. Social workers should not be sorry if 
their tasks are removed from them as soon as 
they begin to be successfully performed. As for 
the individual branch of mental hygiene, there 
has been, as is well known, a great increase of 
interest in the individual as an individual, de- 
rived largely from French, and later German, 
efforts in psychopathology. The analytical 
pathologist who sees his subject segregated into 
a lot of interesting items is being replaced with 
a more synthetic type of physician who sees the 
individual as such. Curiously enough, one of 
the most striking signs of this development is 
in a movement called psychoanalysis. The lead- 
ers of this movement are far less analytic in one 
sense than the routine examiners whom they 
wish to replace. The psychoanalysts are almost 
from the beginning of their labors synthetic. 
They put two and two together almost at the 
outset of their examinations and constantly see 
the individual as such. Whatever be the truth 
as to psychoanalysis, it is certain that the move- 
ment itself is but one symptom of the wave of 
individualization which is passing through a 
great many sciences and arts. 

I might say much concerning the technic 
of mental hygiene. I might insist upon the 
value of getting a large and increasing number 
of persons to resort voluntarily to public insti- 
tutions for examination; or endeavor, in the 
words of one critic, to make mental disease in 
a sense fashionable, as it has been claimed nerv- 
ous prostration is fashionable. Parenthetically, 
it is of course true that nervous prostration is 
in a great many cases a mild, or even relatively 
severe, psychosis, and is merely termed nervous 
to escape the suggestions of the term ‘‘mental.”’ 

I might insist also upon the importance of 
stimulating the temporary eare of cases not sub- 
ject to court review and thus acclaim the mod- 
ern tendency to take mental cases under medi- 
cal care much as ordinary medical cases are 
taken, 

I might further enlarge upon a division of 
the tasks of mental hygiene into a task of pro- 
phylaxis and a task of after-care; but for this 
time does not now permit, and all these impor- 
tant matters of voluntary and temporary care 


admissions, of the prophylactic and after-care 
divisions of mental hygiene, have been or will 
he sufficiently brought before the audiences of 
this conference. Other features of the general 
situation, such as the great value of work with 
alcoholics and the salvage process as applied 
even to apparently hopeless victims of delirium 
tremens, should obtain a hearing in any proper 
presentation of the subject of mental hygiene. 
The new syphilis programme dependent upon 
an inereasing number of important medical ob- 
servations and discoveries in the past few years, 
is also worthy of special attention. Into these 
things I shall not at present go, and I shall 
consider my task sufficiently well executed if 
I can go home satisfied that my contentions 
about individualized classification, diagnosis, 
treatment, and management of all cases, wheth- 
er or not they belong to the medical man chiefly, 
to the social worker, or to the public authority, 
are deemed worthy. 


WHAT RECENT INVESTIGATIONS HAVE 
SHOWN TO BE THE RELATION BE- 
TWEEN MENTAL DEFECT AND 
CRIME.* 


By A. WARREN STEARNS, M.D., Boston, 


Special Investigator, Massachusetts State Board of 
Insanity. 


ALTHOUGH the word ‘‘defect’’ appears in the 
title announced for my paper, and thus would 
seem to limit the scope of my remarks, I think 
it best to consider in my discussion not alone 
the relationship of mental defect to crime, but 
the relationship of mental disease in general to 
crime, 

When one looks over the literature of the last 
few years about crime and about mental dis- 
ease, it is surprising to see how well understood 
the relationship between erime and mental dis- 
ease appears to have been for some time. It is 
also surprising, or at least it leads one to won- 
der, why so little has been done. Recent inves- 
tigations have only proven apparently what we 
have known for a long time. The chances are— 
perhaps more formerly than now, but even now 
—that of all persons going to hospitals for the 
insane, anti-social or asocial conduct is a factor 
in a large majority. It is either anti-social con- 
duct or fear of the possibility of such that leads 
most people to consider the state hospital. It 
is also a fact, I think, that every person who 1s 
called a criminal is now thought to have some 
mental variation from the normal. That varia- 
tion may be slight, of course, but while it seems 
only too obvious, it is necessary to insist upon 
some attention being paid to this relation. 


*Read at the Conference of the Massachusetts Society for 
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To-night I want to sum up what has already 
been demonstrated under our very eyes here in 
Massachusetts. At the recent Conference of 
Charities in Pittsfield, there was some comment 
about the fact that the Massachusetts man takes 
Massachusetts as all-sufficient. I do not confine 
my remarks to Massachusetts in any such be- 
lief, I merely do it to show that under our very 
eyes enough has been done to warrant active 
steps being taken to correct an apparent neg- 
leet. I shall run briefly over the work of sever- 
al persons, and having thus boldly asserted that 
there is a marked relation between mental dis- 
ease and crime, I shall attempt to prove it by 
citing Massachusetts, and, for that reason, fami- 
liar authorities. 

The first name which one strikes in consider- 
ing this topice—the first work, at least—is that 
of Dr. Walter E. Fernald,’ of Waverley. Dr. 
Fernald tells me that when he first started talk- 
ing upon the relation of crime and mental dis- 
ease, a newspaper editorial said that he had 
been looking at imbeciles for so many years that 
he saw them wherever he looked. At any rate, 
Dr. Fernald has been in a position to study the 
question and to demonstrate the relationship be- 
tween the two social problems. He also first 
ealled attention to the fact that the criminal man 
described by Lombroso was none other than our 
imbecile hoy. 

The next work which has impressed me as 
being especially important is that of Dr. Henry 
R. Stedman,? who has been a pioneer in getting 
helpful legislation. Massachusetts has had some 
very wise laws for many years: laws by which 
any judge has authority to ascertain the mental 
condition of any prisoner; laws by which the 
judge has the authority to commit such a pris- 
oner to a hospital for observation. Massachu- 
setts was a pioneer in this direction, but un- 


fortunately these laws have not been used as|\ 


much as one would like? Of seven or eight 
hundred patients at the Hospital for Criminal 
Insane at Bridgewater, only about one-seventh 
were sent there by operation of these laws. The 
other six-sevenths were sent there because these 
‘laws were not used and a roundabout method 
had to be employed. 

Some years ago the .Coneord Reformatory 
recognized the need of expert advice, and em- 
ployed Dr, Guy Fernald‘ as their prison physi- 
clan. The conservative, coneise reports which 
he has made from time to time of conditions 
there, when one considers the almost opposite 
reports which we have had from other sources, 
Siviig percentages of from 1 to 100%, are most 
welcome, It is refreshing to find a man who has 
Consistently kept his eye to the ordinary, and 
sive sensible results which everyone could 
grasp. Dr. Fernald, in his latest papers, states 
that 15° of the boys at Concord should be seg- 
regated because of their mental condition. 

Somewhat later, under the stimulating influ- 
ence of Mrs. Jessie D, Hodder at Sherborn, Dr. 


Edith R. Spaulding® began a similar work deal- 
ing with another sex, and in a way another class 
of dependents. She reports that 24% of the 
reformatory population should be segregated 
because of their mental condition, and that 
nearly half of the population show some degree 
of mental defect. 

Next, and quite recently, Judge Bolster at 
the Central Court has sueceeded in employing 
Dr. Victor V. Anderson® to make a beginning 
there. Dr. Anderson has not had an opportu- 
nity to get sweeping statistics, but in his first 
report, 30% of 100 sent him for examination 
were found to be feeble-minded, which shows 
that they are there, as elsewhere. 

Still more recently, the Massachusetts State 
Board of Insanity has conducted three investi- 
gations looking toward the segregation of those 
now in the wrong institutions. 

The first’ of these dealt with the class called 
‘*defective delinquents.’’ It demonstrated that 
in our state hospital population, there is a con- 
siderable number (mostly girls) who are not 
definitely insane, not definitely feeble-minded, 
but whose conduct it is diffieult to control. Their 
advice was that there should be a separate de- 
partment or institution for such dependents. 

The next investigation dealt with the popula- 
tion of the Bridgewater State Farm.* That showed 
several things. In the first place it showed that 
obvious cases of insanity were being sentenced 
as criminals. It showed that the long drawn 
out examinations which one thinks of as mental 
examinations would not have been necessary in 
at least one-third of those cases. The ordinary 
judge or probation officer should have had train- 
ing enough to have recognized in at least one- 
third of those cases that the trouble was mental 
disease or defect. 

The last investigation of the Board of Insan- 
ity dealt with the population at the State Prison 
at Charlestown,’ and as far ag that has gone it 
also establishes the relation between mental dis- 
ease and crime. Nearly one-fourth of those ex- 
amined showed a considerable degree of mental 
defect. In each year’s admissions, of 125 to 
175, 15 to 20 are transferred from Charlestown 
to Bridgewater, as insane. 

Having thus established the relationship be- 
tween crime and mental disease, one might well 
ask what is to be done about it? There are 
about 176,000 arrests in Massachusetts a year. 
Obviously it would not be possible to do every- 
thing that can be done by way of investigating 
each of that number. It would take hundreds 
of physicians and require months of work. And 
it would not be practicable at present. My be- 
lief is that the first mental examinations should 
be made by probation officers, judges and police 
officers. If those who are known to be insane 


or feeble-minded, or who are obviously so, were 
weeded out of our criminal class, a step would 
be taken which would immediately make a 
change in statistics, | am sure. 


I hesitate to 
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cite cases at a meeting of this sort, and I think 
I had better not do it; I will simply say that 
numerous cases have come under observation 
where, following 10, 12 or 15 years of hospital 
residence, insane persons have been within a 
few days after their escape sentenced as va- 
grants. Known inmates of the school for the 
feeble-minded have been arrested, their defect 
ignored, and sentences imposed. 

I think that there is some responsibility which 
is not being fulfilled by our courts in picking 
out these known insane and feeble-minded. I 
think that an examination several hours long is 
not feasible or necessary. I think that a good 
history of the life, brief and easy to get from 
every man arrested, obtained before sentence, 
would in the majority of cases enable a non- 
medical man to separate out most of the insane 
and feeble-minded. In other words, rather than 
a new law, there is needed a better understand- 
ing and working out of those already in exist- 
ence. 

I think we need to focus our attention upon 
these facts, which are now very well known, and 
instill the spirit of investigation rather than 
that of precedent into the courts. I believe that 
responsibility as well as power is at present in 
the courts. 
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EPILEPSY.* 


By Evererr Fioop, M.D., 


Superintendent, Monson State Hospital. 


A DEFINITION of epilepsy is difficult. The root 
meaning of the word conveys very little idea of 
the condition, but it has come to have the ap- 
plied meaning which seems to be all that is nee- 
essary. If a person has a fit of any degree, 


* Read before the Conference of the Massachusetts Society for 
Mental Hygiene, Ford Hall, Boston, Nov. 19, 1915. 


mild or severe, frequent or infrequent, and this 
fit is repeated even a few times at intervals, we 
say that the person is epileptic; but it ought to 
be understood that epilepsy is not a disease. It 
is a symptom, or a collection of symptoms, of 
quite a variety of conditions. 

It is probable that among the people of ciy- 
ilized countries there may be found at least 
three persons in every thousand who perman- 
ently have recognized attacks of epilepsy. It is 
also true that a very large number never come 
to light, and that the person afflicted goes on 
through life with real epilepsy but is never 
counted among the epileptic class. In the whole 
community, about one child in twelve has some 
sort of a fit in early life. A few have them 
repeated, and yet nearly all fail to become epi- 
leptic. Mothers are not worried as to the future 
when the baby has a fit. 

The problems connected with the institutional 
care of epileptics are very much the same prob- 
lems as those connected with the care of the 
feeble-minded and insane. In 500 eases of 
‘feeble-minded, 11% are epileptic. This 11% 
are essentially like the balance that do not have 
fits. They do not even raptdly go down hill 
mentally during a long series of years. Those 
epileptics who do dement come from the classes 
not so primarily feeble-minded. 

Of the institutional cases which come to autop- 
sy, 78% show gross brain lesions. Probably 
nearly all the other cases show microscopic 
lesions. There is no way of knowing whether 
there are actual lesions in the cases of those 
who as a rule do not come to institutional care, 
and this class is very much larger than the class 
that does come to institution care. 

A person who is afflicted with epilepsy may 
be engaged in any occupation, but if his attacks 
recur many times, he is sure to lose his position ; 
and I doubt if there is often a case where the 
epileptic symptom is at all prominent without 
some manifestation in conduct which is different 
from the absolutely normal. 

Of institution eases, 184 epileptic children 
were examined with great care. Fifty-three per 
cent. of these were distinctly feeble-minded; 
44% were on the road to dementia; 2% only 
were without very positive mental symptoms. 
Among 1033 eases, including the 184 young per- 
sons cited above, 631 are feeble-minded, 377 in- 
sane, and 25 normal. All the normal but two 
are among the children. 

In a group of 221 cases, 30% presented active 
mental symptoms such as mania, delusions, and 
hallucinations. This agrees somewhat with the 
44% who finally dement. 

When we find that so many of the cases in 
which epilepsy occurs are among those who are 
defective, it is natural to assign this enfeebled 
mental condition as in some way a cause of their 
epilepsy. How this oceurs in a few of the 
feeble-minded, and in a majority does not, I 


think would be impossible to say. We may as- 
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sume that there is some inherited tendency 
which produces this epileptic symptom, and this 
seems to be as far as we can venture. 

A large number of cases of epilepsy have an 

inheritance of either feeble-mindedness, epilep- 
sy, migraine, alcohol, or insanity. 
“A certain number of cases of epilepsy are of 
course caused by injuries to the head, and some 
follow such conditions as scarlet fever and 
measles, but it seems almost necessary in these 
eases to assume a predisposing cause, as an im- 
mense number of head injuries and scarlet fever 
attacks are not followed by epilepsy. 

If parents can know the tendency to epilepsy, 
or the liability of a certain condition coming 
about, they can care for their children, provided 
they have the proper intelligence and suitable 
surroundings, and so guard the child in the way 
of wholesomeness of living, diet, self-restraint, 
ete., as to tide them over the critical periods of 
childhood to maturity without their manifest- 
ing this symptom. This has apparently been 
done in many eases, and parents should certain- 
ly be taught how to take care of children who 
are especially liable. After the fit has once oc- 
curred, the matter is one of difficulty; if it oc- 
curs at intervals’ for quite a number of times, 
then it is one of extreme difficulty. However, 
even then it is not hopeless in all cases and very 
much can be done in the way of home care, 
which is superior to institutional care, if proper- 
ly conducted. When it comes to be a question 
of isolation for the prevention of sex difficulties, 
of course, the comparison between home and in- 
stitutional care is on a different footing. 


IDIOSYNCRASY TO COW’S MILK; ITS 
RELATION TO ANAPHYLAXIS.* 


By B. Tarsot, M.D., Boston, 


Chief of Children’s Medical Department, Massachu- 
setts General Hospital; Instructor in Pediatrics, 
Harvard Medical School. 


Tue condition described as an idiosyncrasy 
to cow’s milk may manifest itself with some or 
all of the following symptoms: When an infant 
1S given cow’s milk, even in small amounts, it 
vomits almost immediately. This may be fol- 
lowed by mild or severe diarrhea, high fever, or 
more commonly, a subnormal temperature, weak 
pulse, and other symptoms of shock. In a few 
cases convulsions, spasm of the glottis’ or an 
urticarial rash has been noted. These symptoms 
may occur when cow’s milk has been given for 
the first time, or after the second or third bot- 
tle, especially if breast milk has been given be- 
tween the bottles. The pronounced idiosyn- 
crasy to cow’s milk, which is the subject of this 
communication, is relatively rare.? 


* Read before the New England Pediatric Society, April 28, 1916. 


It has been shown that the gastro-intestinal 
wall of the newborn infant is permeable to a 
foreign protein,® and that soon after birth an 
infant develops the power of destroying the for- 
eign protein, digesting it in such a manner that 
when it reaches the blood stream, the foreign 
element is absent. This may be brought about 
in two ways: 


1. By digesting the protein down to amino 
acids, and during the process of digestion, re- 
moving the foreign element from it, or 

2. By developing antibodies, which will de- 
stroy the foreign element in the protein as it 
passes through the intestinal wall. 


Certain individuals, whose parents and close 
relatives give a history of such anaphylactic 
phenomena as asthma, hay fever, chronic urti- 
earia, or idiosynerasies to foods, have a 
hereditary predisposition to sensitization. Hya- 
shi* attempted to determine the tolerance of 
twenty-eight normal infants for egg albumen, 
and found that infants with the ‘‘exudative dia- 
thesis,’’ or those who had recently recovered 
from acute disturbances of digestion, had a lower 
tolerance for egg than normal infants, 

After the body has developed its protective 
functions, injury to the intestinal mucous mem- 
brane is necessary for the foreign protein to 
pass unchanged through the intestinal wall di- 
rectly into the blood. Such injury may accom- 
pany acute indigestion, infectious diarrhea, or 
any mechanical injury to the intestinal mucous 
membrane. Moro® has shown that a small pro- 
portion of babies (two out of twenty-one), with 
disturbances of digestion, had precipitines to 
cow casein, in their serum. Lust,® Hahn,’ and 
Modigliani and Benini*® brought forward fur- 
ther evidence for the permeability of the intes- 
tinal mucous membrane to foreign protein, and 
obtained a larger proportion of positive results 


’|than Moro. Many experiments on animals have 


shown that it is possible to sensitize animals to 
foreign proteins through the digestive canal.® 
Sensitization can be brought about by feeding 
either raw or boiled milk. It is more difficult 
to sensitize guinea pigs with milk boiled fifteen 
minutes, and they cannot be sensitized by milk 
which is inactivated by passage through a Berk- 
feld filter.’° 

It is necessary in certain instances so to space 
the doses of the foreign protein as to sensitize 
and not immunize the individual. Just as 
when a laboratory animal has its dose of foreign 
protein given to it at stated intervals during 
the process of sensitization, so must the foreign 
protein (in the case of the baby, cow’s milk) 
be given to the infant. This might happen when 
a baby was given a bottle of cow’s milk only 
once in ten days. In other instances the first 
cow’s milk, and all subsequent bottles, that are 
given to the baby, are vomited immediately, in 
which case we must assume that the sensitiza- 
tion was hereditary, and present at birth. 


| 
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If, on the other hand, cow’s milk is given 
daily, a natural immunity ought to develop, 
just as it does in the laboratory animal. The 
work of Sehloss'! and Berger’* gives very sug- 
gestive evidence by differential counts of the 
white cells in the blood, in favor of this view. 

The following cases are examples of idiosyn- 
erasy to cow’’s milk: 


Case 1. D. T. A healthy baby which had always 
been breast-fed until he was eight and a half months 
old, when he was given one bottle consisting of 
whole milk, six ounces, and barley water, two 
ounces, because the mother’s milk was giving out. 
This was not given again until three weeks later, 
beeause the baby had a middle ear. After he had 
recovered, whole milk, seven ounces, and barley 
water, one ounce, was tried and refused by the’ baby. 
It was, therefore, spooned into him, and he vomited 
it almost immediately. Whole milk was then omit- 
ted and whey tried, with the same result. One 
week later one ounce of a mixture consisting of 
whole milk three ounces, cane sugar three level tea- 
spoonfuls and boiled water five ounces, was vom- 
ited. Tle was then given the breast and cereal gruel 
only, and did well for one week, at the end of which 
time one ounce of milk was put into eight ounces of 
cereal gruel, and a teaspoon of this mixture given. 
The baby “shuddered when he swallowed it.” vom- 
ited shortly afterwards, and within an hour his 
body was covered with an urticarial eruption. It 
was then certain that he had an idiosyvnerasy to 
cow’s milk. (The shuddering is a characteristic 
symptom in these cases.) The milk of a goat was 
then obtained, and was taken without any symp- 
toms or further trouble. Six months later, Novem- 
ber, 1914, cow’s milk was given to him without any 
ill effects, and he has been taking it ever since. 


Case 2. A. P. A girl of 17 months of age, with 
the following history: She was the first child of 
healthy parents, born at full term, Caesarean sec- 
tion, weighing five pounds at birth. Her mother 
was unable to nurse her, and during the first eight 
weeks of life she was given modifications of cow’s 
milk, most of which were vomited. She lost 
weight, had undigested stools, and did not sleep as 
a normal baby should. At nine weeks of age she 
was put on a wet nurse and has had breast milk ever 
since. At six different times, attempts were made 
to wean her and she was given cow’s milk in vari- 
ous ways, as condensed milk, whey, and in all sorts 
of modifications, but in every instance the milk was 
vomited, and the baby became very ill. She was 
limp, pale and cold with profound shock. These 
attacks were never associated with urticaria. Once 
when Mellin’s food and milk were given, the baby 
“almost died.” The physical examination showed 
a pale, poorly developed and nourished baby. weigh- 


/ 


ing 1515 pounds. Aside from a general lack of 
development, the physical examination was normal. 
Searification skin tests were done with the follow- 
ing materials—fresh cow’s milk and dried cow 
casein, the protein of barley and potato.” all of 
which gave slight positive reactions. These posi- 
tive reactions were narrow, elevated, urticarial 
wheals, surrounded by a slight reddening, while 
the control searification, and that to which egg was 


applied, showed no reddening or elevation, and were, 
therefore, negative. The baby was then given goat’s 
milk which it took without any symptoms, and was 
entirely weaned in two weeks’ time. The mother 
reported one and a half months later that the baby 
was doing well and gaining in every way on the 
goat’s milk. 


Since the skin test to cow casein and fresh 
cow’s milk was positive, this was a case of ana- 
phylaxis to cow’s milk. When goat’s milk was 
given in these two cases it did not cause any 
symptoms. This was because the anaphylactic 
element in the food was not due to the milk it- 
self, but to the cow in the protein of the milk. 
Mare’s milk, probably, would have done equally 
well since it was the milk of another species. 
The writer does not claim any originality in the 
use of goat’s milk in these eases, since Barbier’ 
used it in 1910. He feels, nevertheless, that it 
has a defiriite indication for use, and that it 
should be used in all cases of idiosynerasy to 
cow’s milk. 


CONCLUSIONS, 


1. Foreign proteins may pass through the 
intestinal wall of infants shortly after birth, 
and in later infaney, when the mucous mem- 
branes are injured. 


2. Idiosynerasy to cow’s milk is an ana- 
phylactic phenomenon and be demon- 
strated, at least in some instances, by a specific 
skin test. 


3. The treatment consists in giving the in- 
fant milk from another species of animal, pref- 
erably that of the goat.’ 
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Therapeutic and Preventive Medicine. 


TREATMENT OF TUBERCULOSIS IN 
INFANCY.* 


By W. Howe M.D., Boston, 


Associate Physician, Infants’ Hospital; Assistant in 
Pediatrics, Harvard Medical School, Boston. 


Tue diagnosis of chronic or acute tuberculosis 
was made in 12% of 600 consecutive medical 
cases under two years of age admitted to the 
Infants’ Hospital after March, 1914. The ad- 
mitting diagnoses were pyelitis, obscure fever, 
anemia from various causes, chronic indigestion 
from fat or overfeeding, bronchitis, acute indi- 
gestion with fermentation, infectious diarrhea, 
tuberculous meningitis; and a few were admitted 
for observation. Tuberculosis had not been ree- 
ognized in any of the cases except the acute 
ones with meningitis. 

I think the general impression is that tuber- 
culosis in infaney, though a preventable disease, 
is hopeless, ineurable, and not to be permanent- 
ly helped by treatment. I think this impression 
and failure to recognize the disease come large- 
ly from a difference in opinion as to what con- 
stitutes tuberculosis in infancy, and before dis- 
cussing the treatment it will be necessary to 
define clearly what is meant by the term tuber- 
culosis in infaney. 

We often hear the question debated as to what 
constitutes tuberculosis in infaney, but I ecan- 
not see what difference it makes whether it is 
infantile or adult tubereulosis. What consti- 
tutes tuberculosis is infection with the bacillus 
of tuberculosis, and when infection takes place, 
there results a pathological process whose . na- 
ture has led to all the discussion as to whether 
an infant has a disease of tuberculosis, or is 
merely infected with tuberculosis. It is very 
dangerous to try to make such a distinction, 
for if the bacilli have gained entrance into an 
individual, they have set up a process which is 
permanent, which in infancy gives symptoms 
and is kept active enough to have living bacilli 
in it, and is a constant menace to health. An- 
other dangerous expression, fortunately little 
used now, is ‘‘pretubercular stage,’’ a sort of 
threatened-with-tubereuldsis idea—as if there 
could be a disease with symptoms in any way 
Connected to that disease before infection with 
the contagium of that disease had taken place. 

I think it is now pretty generaly accepted 
that tuberculosis is similar to syphilis and lep- 


oud in that it is a disease with a primary lesion. 
im bacilli gain entrance through the tonsil, 
ung, intestine, skin or wherever the portal of 


entry may be, There may or may not be a per- 
manent lesion at the portal of entry, but the 
lymph glands draining the entrance point be- 
come inflamed and enlarged. If the portal of 


- 
Read before the New England Pediatric Society, April 28, 1916. 


entry is in the lung, the primary lesion is usu- 
ally demonstrable in the lung tissue as a gray- 
ish nodule in size from the head of a pin to a 
split pea, with the glands at the hilus of the 
lung on that side much enlarged. The primary 
focus is not always found in other localities. 
This constitutes the primary lesion, the primary 
focus and the enlarged glands; the primary fo- 
cus may not be found, but the glands remain 
chronically inflamed with living bacilli in them. 
It is the primary lesion with its glands which 
is referred to when it is said that an infant is 
infected with tuberculosis, but has not the dis- 
ease of tuberculosis. What is meant, however, 
is that the infant has none of the signs in his 
lungs or anywhere else which have long been 
taught to be the signs of tuberculosis. This con- 
dition is diagnosed at the Infants’ Hospital as 
chronic tuberculosis to distinguish it from all 
other forms of tuberculosis resulting from see- 
ondary changes in the primary lesion, or from 
reinfection from without. These secondary 
changes result from extension by contiguity 
from the primary lesion, from breaking down 
of the primary glands and discharge of bacilli 
into the lymph or blood streams, or into the 
digestive tract by sputum. Secondary forms 
may also result from repeated reinfection from 
without. These secondary forms are diagnosed 
as acute tuberculosis, hence we have the pri- 
mary glandular tuberculosis as chronic tuber- 
culosis and the secondary forms as acute tuber- 
culosis. 

Now after this hasty summary as to what 
tuberculosis in infancy means, I think we may 
consider the treatment. If as tuberculosis in 
infancy, only those cases are recognized as such 
which give physical signs and symptoms of the 
secondary forms, that is, tuberculous meningi- 
tis, tuberculous bronchopneumonia, peritonitis. 
and so on, then there is little or nothing to be 
said about treatment, for there is nothing to be 
done except to make the baby comfortable. 
They all die, except a rare case of tuberculous 
bronchopneumonia or peritonitis. However, all 
secondary cases should have as near absolute 
quiet as possible, sufficient food but not to over- 
tax the digestion, and fresh air but not neces- 
sarily cold air, in order to save every bit of 
energy, hoping that the disease may be arrested. 

The first step in the treatment of infantile 
tuberculosis is to be willing to accept the pri- 
mary lesion and all that it means, and forget 
the term infected with tuberculosis but not hav- 
ing the disease of tuberculosis. The infant with 
a primary lesion does not have symptoms re- 
ferred directly to the location of the region in- 
volved. When local symptoms are present there 
is more than a primary lesion. If there is a 
harsh, brassy, or pertussis-like cough the bron- 
chial glands are much enlarged, probably case- 
ous and breaking down or there is a hilus tu- 
berculosis due to an extension by contiguity 
from the primary glands. The symptoms of 
the primary lesion are general ones, as mainu- 
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trition, anemia, failure to gain, or loss in weight 
in spite of good feeding, indigestion; and it 
seems to me that these early cases have a 
marked intolerance for fat, so that if in a 
case of chronic indigestion from fat the history 
does not give a previous carbohydrate injury, 
I am suspicious of tuberculosis. 

If a primary lesion can be kept as such the 
infant is safe, hence the treatment is to recog- 
nize the primary lesion, prevent secondary 
changes in it and extension from it, and to pre- 
vent reinfection from without. 

The recognition of the primary lesion takes 
us into the realm of physical examination, but 
it is important enough to speak of it here under 
treatment. The primary lesion from its nature 
is represented by a localized mass of lymph 
glands, because the primary focus or entrance 
point cannot be demonstrated during life. This 
mass of glands is easily seen and felt in ex- 
posed places, as the neck, axilla, or groins; 
palpable in the abdomen as mesenteric glands; 
made out in the chest by auscultation and per- 
cussion, and confirmed by x-ray. The Pirquet 
test is reliable, if obtained, and is corroborative 
evidence; but one test may not be sufficient, 
and it may be necessary to raise the suscepti- 
bility by a subeutaneous injection of tuberculin. 
A mass of mesenteric or bronchial glands and a 
positive Pirquet without enlarged glands else- 
where, means definitely a primary lesion. Bron- 
chial glands without a recent acute respiratory 
infection in an infant, not doing well, even in 
spite of a negative Pirquet, I should consider 
tuberculous till proven otherwise by the dis- 
appearance of the glands, or by repeated Pir- 
quets and general improvement. Two cases will 
serve to illustrate these points: 


A boy 26 months of age was brought to me be- 
cause he was thin, pale, underweight and not gain- 
ing; poor appetite, distended abdomen, undigested 
stools, too tired to play. 

Examination showed a long, thin, pale infant. 
Lungs clear. D’Espine at the fourth dorsal, spinal 
dulness corresponding, interscapular dulness. Pir- 
quet positive. Abdomen moderately distended. 
Nothing abnormal made out. Stools marked excess 
of soap. No x-ray taken. This was a case of pri- 
mary tuberculosis of the bronchial glands with the 
entry in the lungs. 

The treatment was rest, diet low in fats with 
broths, green vegetables and cereals, fresh air day 
and night, out doors when weather permitted. The 
rest prescribed was twelve hours at night, as much 
in the day as he was willing to take and not to be 
encouraged to play. He gained a pound and a half 
the first month and showed marked general improve- 
ment. Though the mother had been told that it 
would take a long time to bring about permanent 
improvement, the boy was so much better at the end 
of two months that she broke rules. He stopped 
gaining, lost his appetite, and was peevish. With 
no other change but enforced rest he again improved 
rapidly, and when last seen after a year and a half 
was doing well. 


A girl, 18 months, brought to me for indigestion, 
anemia, large abdomen. 

Examination showed a thin, pale infant, nervous 
and precocious. Chest negative, no signs of bron- 
chial glands. Abdomen much distended so that 
nothing definite was felt, tympanitic throughout. 
Stools large and soapy. With regulation of diet, 
rest, and enemas, the distention was relieved so that 
I could palpate a mass of large mesenteric glands. 
The milk supply was so questionable that with the 
findings I made the diagnosis of primary tubercu- 
losis of the mesenteric glands with the entry in the 
intestine. 

The treatment consisted mainly in rest. With 
moderate quiet there was no gain in the symptoms. 
At 20 months she was put to bed and kept flat, re- 
straint used when necessary. At 22 months the 
weather permitted her to stay out night and day, 
and she stayed out for a year. She was unhappy 
even in midwinter if taken in the house for more 
than feeding and bathing. The gain was slow. 
After ten months’ quiet she was allowed freedom on 
a large bed in the house for one hour daily but not 
allowed to walk. Several attempts had been made 
to give more freedom, each time with return of 
peevishness and indigestion. At the end of a year 
she was digesting well, gaining color, glands pal- 
pable but half the size. The temperature never went 
above 101° and whenever even a slight fever there 
was accompanying indigestion and bad stools. Now 
at four years is doing well and has just recovered 
from pertussis. 


The object of treatment in these cases is to 
get the infants in such good physical condition 
that they can fight against any disturbing ele- 
ment absorbed from the primary glands, and to 
give the primary glands a chance to be walled 
off and become inactive, for they are never 
healed. There are three factors essential in the 
treatment—rest, fresh air and sunlight, suitable 
food. Rest, I think, is far ahead the most im- 
portant, and I mean by rest inactivity sufficient 
to get gain in digestion and weight. Though 
this stage is called chronic glandular tuberculo- 
sis, it is a fairly active process, and active tuber- 
culosis demands rest. If later lung or bone 
tuberculosis needs rest, it is just as reasonable 
and necessary to give it at this stage. It may 
seem at first thought that enforced rest might 
be difficult to maintain and might not be good 
for the infant, but if one has ever treated tu- 
berculosis of the spine he will know of children 
on bed frames for months and remain in good 
general condition. The little girl mentioned 
was very happy, and it was necessary to pin her 
down only when she began to feel well. She did 
not ask to walk, and talked of the time when 
she would be well enough to be up and walk 
like other children. It is not necessary to fasten 
these cases to bed frames. A stout sheet, with 
holes for the head and arms, can be pinned to 
the bed, and affords sufficient restraint. The 
rest should be persisted in till long after the 
symptoms have been relieved, and then resumed 
gradually, according to conditions. 

The infant with a primary lesion should be 
protected from diseases affecting the region 
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drained by the primary glands, because the new 


infection will wake up the tuberculosis, the 
glands will break down, and there will be dis- 
charge of bacilli into the lymph or blood 
stream, with the resulting secondary forms. 
Tuberculosis following measles or pertussis is 
the result of waking up a pre-existent primary 
bronchial gland tuberculosis by the mew infec-| 
tion draining into the glands. Acute miliary 
tuberculosis may follow acute intestinal dis- 
eases by inflaming mesenteric glands which are 
already tuberculous. However, an infant with 
primary mesenteric tuberculosis may have per- 
tussis without any unusual concern. Hence it 
is important to caution parents to be more than 
ordinarily careful not to expose infants with a 
primary lesion to contagious diseases or to any 
other infection. | 


The treatment of tuberculosis in infaney 
comes essentially to treatment of the primary 
lesion and the maintenance of it as such. The 
important factors in the treatment are suitable 
food, fresh air, and rest sufficient and persisted 
in long enough to insure good nutrition and 
gain in weight. As long as the tuberculosis is 
kept primary, the infant is safe, and unless tu- 
berculosis is recognized earlier than the secon- 
dary forms, little or nothing can be done in 
treatment. 


Address. 


THE PORTRAITS OF FLORENCE NIGHT- 
INGALE. 


By Mavpe E. Seymour Apgort, B.A., M.D. 
McGill University, Montreal. 


(Continued from page 367.) 


Ill. THE PERIOD OF THE CRIMEAN WAR. 
(OCTOBER, 1854, ro avaust, 1856, 
PLATE VII.) 


This portrait,* one of the best known of the 
earlier pictures of Miss Nightingale, shows her, 
In garb and visage of the pre-Crimean days, 
Seated on what is evidently a portico at Scu- 
tarl, overlooking the Straits towards Constanti- 
nople. ‘‘I have not been out of the Hospital 


yet,’’ she wrote, ten days after her arrival, ‘‘ but’ 
"See JOURNAL, page 414. 


the most beautiful view in all the world lies, I 
believe, outside my door.’’ 

As will be remembered, the Crimean War was 
waged between Russia and Turkey, with Great 
Britain and France ranged as allies on the lat- 
ter side. The battlefield was the Crimean 
peninsula on the northeastern border of the 
Black Sea, and the bloodshed was so great as to 
almost parallel the horrors of today. The Brit- 
ish public accepted with resignation the news 
of the sacrifices in the field. But it met in a 
different spirit the alarming reports that fol- 
lowed immediately upon the news of the Battle 
of Alma, fought on September 20, 1854, of the 
ravages which neglect and disease were making 
among the multitude of the wounded, under the 
complete lack of sanitation that prevailed 


among the British troops. Not only were the 


hospital supplies, that had been freely sent out, 
unavailable for use through misunderstandings 
with the Turkish customs and other stu- 
pidities, so that the men were unclothed and 
unfed, and all sanitary measures neglected, but 
there was an entire lack of proper attendance 
for the sick, the skilled female nurses employed 
by their French allies providing an invidious 
comparison. A letter to the Times from its cor- 
respondent, William Howard Russell, exposing 
these defects in no measured terms, and calling 
upon England for redress, evoked a storm of in- 
dignation that swept the country. Miss Night- 
ingale’s training and personality were well 
known to a large circle of influential friends, 
and, moreover, her excellent administration of 
the ‘‘Governesses Home’’ had brought her into 
touch with another side of tke philanthropic 
public. The letter to the Times appeared on 


| Oetober 12. On October 14, under the action 


of a small committee, headed by Lady Maria 
Forester, she wrote to her friend Lord Sydney 
Herbert, who was then Minister at War, asking 
for authority to go out at her own expense at 
the head of a small band of five nurses. It is 
one of the coincidences of history that her letter 
to Lord Herbert crossed one from him to her, 
asking her, in the name of the British War 
Office, to undertake this task, and urging her 
acceptance of it on the ground that she was the 
only person in England who could make it a 
success, and promising her undivided authority 
over the ‘‘Female military nursing establish- 
ments in the East’? and unlimited supplies. 
On October 21, five days after the matter was 


| Srey settled, she sailed for the East at the 
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From an Albion print of a drawing by Wandesforde, engraved by W. Wellstood. 
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head of thirty-eight nurses, of whom twenty- 
four belonged to the Roman Catholic and Angli- 
ean sisterhoods and the remainder were un- 
trained. During these five days of selection of 
candidates and all the mass of detail involved 
in the organization of such an expedition, as 
alco in all the exigencies of the uncomfortable 
voyage out, the most noteworthy thing about 
Miss Nightingale was her absolute calm, and 
her quiet control of the situation. 

The groups of military hospitals in the East 
bore to each other something of the relationship 
that the field and base hospitals of our forces do 
now, On the Crimean peninsula, in the imme- 
diate neighborhood of the conflict and amongst 
the adjacent hills, there were, in addition to the 
regimental dressing-stations, four large general 
hospitals, some established in huts, others in 
buildings. On the opposite, that is, the south- 
western, side of the Black Sea, across the Bos- 
phorus from Constantinople and overlooking 
the Sea of Marmora, were the three great Brit- 
ish military hospitals of Seutari, two of which. 
the General and Barrack Hospitals, were under 
the jurisdiction of Miss Nightingale, as also 
were all the hospitals in the Crimea, and for a 
time those at Koulali, four miles distant from 
Seutari. It was to the great Barrack Hospital 
of Seutari that she came on arrival, and there 
she had her headquarters. The abuses com- 
plained of in the Times were especially evident 
here because of the great overcrowding, the 
more unhealthy situation, the prevalence of 
cholera and other infections, and the fact that 
the means of transport across the Black Sea 
was very poor, so that the wounded arrived at 
Seutari in the last stages of exhaustion, in a 
condition when the lack of suitable food and 
the general inefficiency worked greater havoc. 

The party arrived at Seutari on November 4, 
1854. The Battle of Balaklava had been fought 
on October 25, and that of Inkerman on the 
day before their arrival, and the wounded were 
pouring in. The hospital was a huge place, 
capable of accommodating over 2000 patients 
(the maximum at one time was 2434, on De- 
cember 23, 1855), and containing, in its over- 
crowded state, over four miles of beds, eighteen 
inches apart. In a letter written on November 
14, Miss Nightingale writes that there were 1715 
sick and wounded (among whom were 120 chol- 
fra patients), in this hospital, and 650 in the 
other building, called the General Hospital, of 
Which they also had charge, ‘‘when a message 
came to prepare for 510 wounded arriving in 
half an hour from the dreadful affair at Bala- 
klava. Between one and nine o’clock we had the 
Mattresses stuffed, sewn up, laid upon the floor, 
the men washed and put to bed, and their 
wounds dressed.’’ It was with such numbers 


and with similar emergencies, under circum- 


stances of extreme complexity, that Miss Night- 
ingale had to cope, during that first six months. 

The fact that there was gross maladministra- 
tion in every department of these hospitals at 
the time of her arrival, has been clearly estab- 
lished by the Royal Commission appointed at 
the time. The trouble was partly due to an or- 
ganization without central authority, partly to 
gross ignorance of ordinary hygiene, partly to 
the want of the woman’s touch, and in part 
doubtless to the real lack of capacity of certain 


officials to deal with a novel situation. Miss 


Nightingale brought all her powers of tact, 
“courage, 


judgment and resolution to meet the 
exigencies of the case. The large public funds 


‘that had been placed at her disposal by the 


Times and other sources, as well as her own 


private income, enabled her to tide over a situa- 


tion otherwise hopeless; but the problem re- 
mained to meet these urgent necessities within 
the limitations set by military rigidity and pro- 
fessional jealousy, for she realized from the out- 
set that strict discipline must be observed by 
herself, and a proper subordination to the med- 
ical officers in charge. Much has been said of 
her ‘‘irregular’’ methods of cutting the Gordian 
knots of her dilemmas by supplies from her own 
reserves or by deliberate and unauthorized in- 
vasion of the purveyor’s stores. But she never 
neglected to support such action by a medical 
requisition, and investigation shows that she 
never set authority causelessly aside. Rather 
she had the insight of that perfect discipline, 
which recognizes the point at which the break- 
ing of the letter is the fulfilment of the spirit 
of the law! 

Many of the difficulties are detailed in her 
letters to Lord Herbert, with suggestions for 
their redress. Thus, on her arrival there was no 
provision for the cleaning of the hospital, ‘‘not 
a basin, or towel, or piece of soap, or a broom,”’ 
and her first requisition was for 300 scrubbing 
brushes! The patients’ linen was not washed, 
and the bedding was only rinsed through in 
cold water, for the contract made by the pur- 
veyor with this object broke down before the 
convoys from Inkerman came in. Her first step 
was the renting and equipping of a Turkish 
house as a laundry, and the placing of the sol- 
diers’ wives at the washtubs. There was no 
clothing in the purveyor’s stores, while, by a 
curious command, the soldiers had been re- 
quired to leave their knapsacks before the 
Alma, in order to ‘‘march light’’ towards Sebas- 
topol. In consequence the wounded arrived 
half naked and destitute of kit wherewith to 
leave the hospital. ‘‘I am clothing the British 
Army,”’ she wrote. Again, on her arrival she 
found the entire cooking done in thirteen huge 
boilers, with no provision whatever for extra 
diets or special delicacies between times, and, 
by an extremity of red-tapeism, the rations 
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were served raw in small quantities for each pa- 
tient. ‘‘This practice,’’ writes Miss Nightin- 
gale to Lord Herbert, ‘‘seems invented on pur- 
pose to waste the time of as many orderlies as 
possible, and it makes the patients’ meals late, 
because it is impossible to get the diets thus 
drawn, cooked before three or four o’clock. The 
scene of confusion, delay, and disappointment, 
where all these raw diets are being weighed out 
by twos, and threes, and fours, is impossible to 
conceive, unless one has seen it, as I have, day 
by day. Why should not the Commissariat send 
at once the amount of meat, ete., required, to 
the kitchens,without passing through this inter- 
mediate stage of drawing by orderlies?’’ One 
of the most important measures introduced by 
her at the Barrack Hospital, was the opening, 
within 10 days of her arrival, of two extra diet- 
kitchens, and the placing of three supplemen- 
tary boilers for arrowroot on various stair- 
eases. A few months later the great Soyer 
joined her as a volunteer, and took over the 
management of this invaluable part of the work. 

And so with a thousand other details of man- 
agement and equipment. She organized relief 
measures for the women camp followers, pro- 
vided reading rooms for convalescent soldiers, 
engaged and superintended 200 builders in the 
emergency repair of a large part of the hos- 
pital, trained orderlies in sanitary measures, 
and herself did the work many times of a sani- 
tary engineer, everywhere applying the ex- 
pert’s touch. But all this would have been in- 
effectual had she not had behind her own ac- 
tion the intelligent and informed power of 
those in authority at home. Her long days 
were followed by nights of letter-writing, when 
she indicated clearly to high sources what the 
necessary reforms were, and just how they 
should be carried out. Not only had she the 
loyal support of Lord Herbert and his col- 
leagues, but the Queen herself was behind the 
prompt execution of her suggestions, and this 
was one of the most important sources of what 
was called by her enemies ‘‘The Nightingale 
Power.’’ Among other measures enacted at her 
suggestion, it was due to the Executive Sanitary 
Commission, appointed in the winter of 1855, 
to act with plenary powers on the spot, that the 
horrible sanitary conditions of the hospital, 
which may be said to have overlain a great cess- 
pool, were removed. The death rate fell as the 
result of the action of this Commission, with 
remarkable rapidity. 

But there was still another side of her ac- 
tivity—and that the ceaseless keynote of the 
whole, to which all her functions of adminis- 
trator and reformer were, in 4 sense, secondary. 
‘‘A Ministering Angel Thou!’’ Her devoted 
care of the patient, personal sympathy for the 
sufferer, skillful tending of the exhausted, and 
faithfulness to the dying,—all those qualities 
that went to make the Lady-in-Chief at once 
the Queen of Nurses and the adored of the 


wounded soldiery, shone day and night through 
those crowded wards at Scutari like the beam 
of her own lamp! 

In the spring of 1855 Miss Nightingale crossed 
the Black Sea to the Hospitals of the Crimea 
and remained there for some time. The phys- 
ical strain upon her here was great, for the 
several hospital buildings were distant from 
each other, and she was obliged to go from one 
to another, often in the depth of night, over 
rough country. With her strength undermined 
by the strain of the work at Scutari, she fell ill 
of Crimean fever, and nearly died. It was 
when the news of her recovery reached an 
anxious England, that the popular feeling for 
her, which had been growing stronger ever 
since the day it was discovered that the ‘‘ Mrs. 
Nightingale’’ of the Nursing Expedition was a 
young and beautiful woman, and which was 
being constantly enhanced through countless 
grateful letters home from wounded and dying 
soldiers, burst all bounds, and a wave of ten- 
derest enthusiasm swept England from shore 
to shore. A public meeting was called in Lon- 
don ‘‘to give expression to the general feeling 
that the services of Miss Nightingale in the 
East demand the grateful recognition of the 
British people.’’ The room was crowded to suf- 
focation with the flower of England’s men and 
women, her own parents among them. The 
speeches were beautiful, and were touching to 
a degree in their perfect recognition of the 
single-minded spirit in which her wonderful 
work was done. Dearest of all to her heart— 
perhaps the only part of it all for which she 
really cared at all—was the joy that this public 
recognition of her work brought to her parents 
and to her sister, Lady Verney, long since rec- 
onciled to her purpose, and now understanding 
her at last. 

It was at this meeting that the Nightingale 
Fund was inaugurated, ‘‘to enable her to estab- 


lish and control an Institution for the training, 


sustenance, and protection of nurses, paid and 
unpaid.’’ This fund was later applied by her 
to establish a training school for nurses at St. 
Thomas’s Hospital. The flood of popular en- 
thusiasm rolled on through the British Domin- 
ions, and public meetings in support of her 
fund were everywhere held. And the Queen 
honored her with a beautiful jewel, especially 
designed for her by the Prince Consort. 

After recovery from her illness, Miss Night- 
ingale was urged to return to England, but she 
insisted on remaining at her post, part of the 
time at Scutari and part at the Crimea, until 
after the termination of the war. It was on 
August 4, 1856, four months after the Treaty of 
Peace was signed, that she reached again her 
native land. 

Public excitement was intense at the thought 
of her expected return, but, as Lord Ellesmere 
had said, speaking on May 5 in the House of 
Commons, ‘‘she is probably planning now how 
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to escape as best she may, on her return, the 
demonstration of a nation’s appreciation of the 
deeds and motives of Florence Nightingale.’’ 
She arrived at Lea Hurst from Paris unrecog- 
nized, under the name of Miss Smith, and 
walked unaccompanied from the little station to 
the protection of her home. ; 
Disappointed of a public demonstration, the 
Press overflowed with admiring tributes in 
poetry and prose. With his usual timeliness, 
Mr. Punch published several excellent poems. 


One of these, which appeared on August 23, 


56. mirrors so well the sympathetic under- 
1856, ymp “Then leave her to the quiet she has chosen. She de 


standing and the real affection that swayed the 


British public of her day, that it is in the truest 


sense historic, and for that reason may be 
quoted here. 


THE NIGHTINGALE’S RETURN. 


“Most blessed things come silently, and silently 
depart. 

Noiseless steals springtime to the year, and comfort 
to the heart. 

And still and light, and gentle, like a dew, the rain 
must 

To quicken seed in furrow and blossom upon tree. 


“Nile has his foaming rapids, freshets from mountain 
snows, 
Yet, where his ~ an breeds fruitfulness, serene and 
calm he flows, 
And, where he overbrims, to cheer his banks on 
either side, 
You scarce can mark, so gradual, the swelling of his 
tide. 
“The wings of angels make no stir as they ply their 
work of love, 
Yet by the balm they shed around, we know them 
that they move. 
God spake not in the thunder, nor the mighty rush- 
ing blast, 
His utterance was in the still small voice that came 
at last. 


“So she, our sweet Saint Florence, modest, and still, 
and calm, 

With no parade of mar‘yr’s cross, no pomp of mar- 
tyr’s crown, 

To the place of plague and famine, foulness and 
wounds and pain, 

Went nod upon her gracious toil, and now returns 
again. 


“No shouting crowds about her path, no multitude’s 


hot breath, 
To ™, _ winds of vanity, the doubtful fires of 
aith. 


Her “~~ hands official all unsmoothed, her aims 


By the Levites, who, when need was, passed on the 
other side. 


“When titles, pensions, orders by random hand are 

showered, 

Tis meet that, save with blessing, she still should 
walk undowered. | 

What title like her own sweet name with the music 
all its own? 

What order like the halo by her good deeds round 
her thrown? 


j 
‘Like her own bird, all voiceless when the daylight 
songsters thrill, 


Sweet — in the darkness, when all songs else are 
still, 

She, in that night of darkness that turned other 
hearts to stone, 

Came, with soft step and gentle voice, yet wise and 
firm of tone. 


“Think of the prayers for her, that to praying hearts 
came back 

In eer eat seeming still to spring upon her 
rack, 

The comforts of her graciousness to those whose 
road to death 

Was dark and doubtful till she showed the light of 
love and faith. 


mands 

No greeting from our brazen throat, and vulgar clap- 
ping hands. 

Leave her to the still comfort the saints know that 
have striven. 

What are our earthly honours? Her honours are in 


Heaven.” 
Punch, Aug. 23, 1856. 


IV. THE PERIOD IMMEDIATELY FOLLOWING THE 
CRIMEAN WAR. (1856-1861. PLATES 
VIII, IX, X, XI.) 


The dissimilarity between the early and the 
late portraits of Miss Nightingale has often 
been remarked. This is not entirely due to 
the fact that the earlier ones are mostly light 
crayon drawings, the later, photographs ‘‘taken 
by commandment of the Queen’’ on her return 
from the East; nor is it to be explained by the 
natural changes occurring in the transition 
from young maidenhood to early middle age. 
There is in the best of these later portraits to 
be clearly traced the birth of a great experi- 
ence. She has seen and partaken of the travail 
of the world’s tragedy, and it has left its in- 
delible mark upon her face. The qualities, too, 
that she has gained in the great conflict are 
visible. This is especially true of the charming 
little head shown in Plate IX. Endurance, 
unflinching decision, tempered with the kindly 
tolerance born of a great sympathy, even a 
humorous appreciation of the frailties of of- 
ficialdom, are all expressed in the fine curves 
of the mouth, while in the eyes is the deep con- 
tentment of one who has seen the Vision, and 
knows of the foundations of her faith. 

During the five years following the Crimean 
War, and especially during the immediately 
succeeding time, Florence Nightingale needed 
every spark of spiritual force which had come 
to her from the fires through which she had 
passed. She and her friend Sydney Herbert, 
with other loyal coadjutors, were together to 
shoulder a burden of reform, under which im- 
mediate action was so imperative, that only by 
unrelaxing effort could results be achieved. The 


-|strain was of a different kind from that in the 


Crimean hospitals, but the task to be accom- 
plished was even more gigantic. On the other 
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Pirate VILL. Miss NIGHTINGALE (aBovT 1856). 


(Taken by order of the Queen shortly after her return from 
the Crimea.) 


From a picture in the possession of the Canadian Nurses’ 
Association, Montreal. 


hand, the unremitting energy demanded of her 
told upon her weakened frame, and she became 
permanently invalided, and saw all her dreams 
of an active life among the hospital training 
schools she was about to inaugurate, perma- 
nently denied her. Moreover, during these 
years she was to see Lord Herbert himself sink 
under the work. He died in 1861, before he 
had accomplished what she called the ‘‘main- 
spring’ of the whole—the reform of the in- 
ternal organization of the British War Office. 
His death was a blow from which she never 
quite recovered. During these five years they 
were in constant communication and consulta- 
tion, and were allies in the truest sense, giving 
to each other a comradeship and a loyal sup- 
port and understanding that was essential to 
the great results that they attained. Their 
work was in a sense complementary, for she 
had the administrative, he the political and 
executive mind (Sir Edward Cook). Their re- 
lationship is to be recognized as one of the 
great friendships of all time, and in'a sense it 
is unique in history. Sydney Herbert was a 
man of immense charm, with a devoted wife 
who shared his every thought, and between 
whom and Miss Nightingale there existed a 


close intimacy and a strong spiritual tie. Not 
the least part of the great inheritance that 
Florence Nightingale has left to her sex, is the 
fact that such true friendship between man and 
woman can and does exist. 

Only the first few days of Miss Nightingale’s 
return to England were given up to personal 
matters. The consciousness pressed home that 
her experience in the Crimea must not be al- 
lowed to sink, even temporarily, into oblivion, 
but that the iron of public opinion must be 
struck while still hot, if the evils under which 
the soldiers had suffered were not to be repeated 
and perpetuated. The remarkable change 
wrought in the mortality of the hospital at 
Seutari by Miss Nightingale and her supporters 
during the first six months of the war was to 
be looked upon as a sanitary experiment of the 
most brilliantly successful kind, It was of vital 
importance to the future welfare of the army 
that the evils fought against and corrected in 
the Crimea, should be exposed in a Royal Com- 
mission of enquiry, and that action should be 
taken against their repetition while indignation 
still burned hot in publie sentiment. Miss 
Nightingale was keenly alive to the horror that 
had surrounded her in the Crimea, and never 
forgot that mortality rate of 60% in the Scu- 
tari Hospital during the first weeks of her stay 
there, that blackened the good fame of the 
British Army regulations. Among her private 
notes of 1856 is written, ‘‘I stand at the altar 
of the murdered men, and while I live I fight 
their cause.’’ 


Piare IX. Miss NIGHTINGALE on Her Return FRoM THE 


From a photograph in the collection of the late Mr. J. B. 


Learmont, Montreal, reproduced also by the London Stereo- 
scopic Company. 
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The required reforms were already the sub- 
ject of serious discussion between herself and 
Lord Herbert. It was at this juncture on 
August 23, 1856, a fortnight after her return, 
that she was given the opportunity by an invi- 
tation to Balmoral Castle, of personally setting 
forth to Her Majesty the sufferings of the 
Queen’s Army in the East, and their possible 
means of redress. Her preparation for the in- 
terview was thorough. In consultation with 
those who had the cause of medical reforms at 
heart, by the study of statistics, by enquiries; 
and by the collection of her own notes and 
memoranda, she armed herself to make the 
utmost use of her great opportunity. Nor was 
she disappointed. The Queen and the Prince Con- 
sort together gave her their fullest attention. 
“She put before us,’’ wrote the Prince in his 
diary, ‘‘all the defects of our present hospital 
system, and the reforms that are necessary. We 
are much pleased with her; she is extremely 
modest.’’ Nothing could be done, however, 
without the action of Ministers, and although 
she returned to London apparently successful, 
many months of delay and strenuous insistence 
were to elapse before a Royal Commission, with 
Lord Herbert as chairman, could be appointed. 
This took place by Royal Warrant on April 26, 
1857, shortly after the publication and circula- 
tion of Miss Nightingale’s comprehensive pri- 
vate report, entitled, ‘‘Notes Affecting the 
Health, Efficiency, and Hospital Administra- 
tion of the British Army.’’ This book ere- 
ated a profound impression. Sir John MeNeill 
writes repeatedly in appreciation of its clear- 
ness and vigor, and ends, ‘‘I think it contains a 
body of information and instruction such as 
no one else, so far as I know, has ever brought 
to bear upon a similar subject. I regard it as a 
gift to the Army, and to the country altogether 
priceless. 

The Commission appointed, its duty was to 
submit a report of the abuses and projected re- 
forms, to the House of Commons. Miss Nightin- 
gale’s own evidence took the form of thirty- 
three pages of written answers to questions in 
the ‘Blue Book’’ report. ‘‘It was distin- 
guished,’’ in the words of an Army doctor of 
the time, ‘‘by a clearness, a logical coherence, a 
pungency and abruptness, a ring as of true 
metal, that is altogether admirable.”’ 

The Report itself was written by Mr. Her- 
bert, with much assistance from Miss Nightin- 
gale. It recommended the appointment of 
four sub-commissions, whose functions should 
be: to put the barracks in sanitary order; to 
organize a statistical department; to institute 
a medical school; to reconstruct the Army Med- 
leal Department, and to revise its hospital regu- 
lations. To it was appended a statistical study 
made by Miss Nightingale, of the civil and mili- 
tary mortality statisties in certain London par- 
ishes, from which the startling fact revealed 
itself that the rate of mortality among the sol- 


Piate X. Miss NIGHTINGALE ON HER 
RETURN FROM THE CRIMEA. 

From a photograph in the possession 

of Dr. Collins Warren, Boston, 


diers living in barracks was five times as great 
as that of civilians living at home. To force 
this existing fact, namely, that the Army in 
time of peace was being exposed to the effects . 
of bad sanitation with disastrous results, upon 
the attention of the House, meant a hearing, 
which perhaps the evils of the Crimean War, 
already becoming a thing of the past, might 
possibly not obtain, even so soon after the ter- 
rible events. After much activity on the part 
of all interested, the Report was formally acted 
upon, and the four sub-commissions author- 
ized. They immediately set to work, with Miss 
Nightingale the heart of each, herself now ill 
and weak from the prolonged exertion of these 
strenuous months, after the strain in the 
Crimea. It was quite possibly the effects of 
these months of unremitting exertion, at a time 
when her body demanded rest, that left her a 
permanent invalid. A diagnosis of Miss 
Nightingale’s malady has not, so far as we 
know, been framed, but her own statement 
about herself in her letters to her medical 
friends, suggest that she suffered from some 
form of cardiac insufficiency associated with 
cardiac dilatation and a paroxysmal tachycardia. 
Even at her lowest ebb, she never put aside her 
harness, but met emergencies as they arose, un- 
til in February, 1858, the various investigations 
made and the resulting recommendations were 
embodied in a second Report from the Commis- 
sion, 

The results were worthy of the heavy price 
she paid in the permanent sacrifice of her 
health. Each commission carried its work 
through to a successful issue, with beneficial re- 
sults that are felt in our own day in a hundred 
directions. The Crimean episode will always 
take a leading place in the story of Florence 
Nightingale’s life. But, as has been said, its 
greatest importance lay in the insight, experi- 
ence, and political influence which she gained 
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in it, and which made it possible for her to 
inspire these far-reaching reforms. 


Piate XI. 


Miss NIGHTINGALE 
(1s 1858) 


From a photograph by Goodman in 
the possession of Dr. Collins Warren, 
Boston. 


The results of the work of the four sub- 
commissions may be briefly summarized as: the 
better barrack accommodation and military hos- 
pital construction, which have resulted in the 
improved health of the British soldier at home 
today; the revision of army medical statistics 
and the establishment of British army statistics 
on a higher plane than that of any other coun- 
try in the world at that time, a task in which 
the statistical skill, energy, and persistence of 
Miss Nightingale was united with the experi- 
ence of the celebrated Dr. William Farr; the 
foundation of the Army Medical School, and 
the splendidly equipped Royal Medical College ; 
and the formulation of a eode for regulating 
the relative duties of regimental medical offi- 
cers, and organizing the detail of the internal 
administration of military and other hospitals. 

The third sub-commission, to establish an 
Army Medical School, had the longest and 
weariest struggle against the obstruction of sub- 
ordinates of them all, but it accomplished most 
important results. The Army Medical School, 
afterwards removed to Netley, was peculiarly 
Miss Nightingale’s child, and she watched over 
its early progress with earnest solicitude. In 
every part of the administration the professors 
sought her assistance, and she made a successful 
fight, against much opposition, to have pathol- 
ogy recognized in the professoriate. Her serv- 
ices as the true founder of the School were ac- 
knowledged at the time. Dr. Longmore, the 


professor of military surgery, told the students 
that it was she ‘‘whose opinion, derived from 
large experience and remarkable sagacity in ob- 
servation, exerted an especial influence in origi- 
nating and establishing this school.’’ 


‘*For 


originating this school,’’ wrote Sir James Clark, 
‘‘we have to thank Miss Nightingale, who, had 
her long and persevering efforts effected no 
other improvement in the army, would have con- 


ferred by this alone an inestimable boon upon 


the British soldier.’’ 

Apart from the work of the commissions, 
many other army reforms were instituted by 
Mr. Herbert and inspired by Miss Nightingale. 
Such were the committee to reorganize the 
Army Hospital Corps and the Soldiers’ Recrea- 
tion Clubs. The latter were organized by them 
with much success, not only in England, but at 
Gibraltar, Chatham and Montreal, which was 
then a military post. The regimental institute 
attached to every modern barrack is the direct 
outcome of this branch of their pioneer work. 

Such is a brief outline of the epoch-making 
work earried on by Sydney Herbert and Flor- 
ence Nightingale during these five years imme- 
diately following her return from the East. 
Great as it was, however, these reforms in army 
sanitation were not by any means the only side 
of her activities during this period. Of equal 
importance was: (1) her work in the reform of 
modern hospital construction as a whole, (2) in 
the introduction of statistical forms for hos- 
pital use, and (3) especially in the foundation 
of modern nursing. 

Miss Nightingale’s prestige in matters of 
hospital construction was recognized before her 
book, ‘‘ Notes on Hospitals,’’ appeared, in 1858. 
This book was written in connection with her 
work on the first sub-commission, and is a tech- 
nical study of the subject supplemented with 
numerous maps and diagrams, and recommend- 
ing the elementary principles of sanitation, 
which were not then generally recognized, and 
the pavilion system. ‘‘It appears to me,”’ 
wrote Sir James Paget, ‘‘to be the most val- 
uable contribution in application to medical in- 
stitutions I have ever read.’’ After its appear- 
ance she was widely consulted on hospital con- 
struction at home and abroad, and revised the 
plans of many hospitals erected in Great Brit- 
ain, Germany, Belgium, Spain, France, India 
and America. 

Her work as a statistician has already been 
referred to and her alliance with Dr. William 
Farr. Her statistical forms for the use of hos- 
pitals were presented at the International Con- 
gress in London in 1860, and were introduced 
in the leading London hospitals. On June 21, 
1861, a meeting was held at Guy’s Hospital and 
it was unanimously agreed—by delegates from 
Guy’s, St. Bartholomew’s, St. Thomas’s, the 
London, St. George’s, King’s College, the Mid- 
dlesex,and St. Mary’s—‘‘that the metropolitan 
hospitals should adopt one uniform system of 
registration of patients; that each hospital 
should publish its statistics annually, and that 
Miss Nightingale’s Modei Forms should, as far 
as possible, be adopted.’’ 

Her work in the foundation of modern nurs- 
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ing has been described as one of the three great 
contributions of the nineteenth century to the 
relief of human suffering in disease. In the 
alleviation which it has supplied it takes rank 
with the discovery of anesthesia by Sir James 
Simpson, and asepsis by Sir Joseph Lister. 

The Nightingale Training School for Nurses 
was opened at St. Thomas’s Hospital on June 
24, 1860, under the administration of the Night- 
ingale Fund, which amounted to £44,000, raised 
throughout the British Empire, as a tribute to 
the Crimean heroine in 1855, Miss Nightingale 
planned every detail in its organization, and 
assisted the first matron, Mrs. Wardroper, in 
the discharge of her activities. She herself in- 
terviewed and accepted candidates and others, 
and afterwards preserved the closest touch with 
the pupil nurses and graduates. The influence 
of the school spread rapidly, and the Nightingale 
nurses, both in Great Britain, the Colonies, and 
the United States, made their way as superin- 
tendents. The Blockley Hospital in Philadel- 
phia, and the Montreal General Hospital here, 
were two of those that owned a Nightingale 
superintendent. In Germany, Sweden, France, 
and Austria, too, the lead was followed, and 
nurses were trained along the same lines. Thus 
the seed that was carried by Pastor Fliedner 
from Elizabeth Fry in London to Kaiserwerth 
in Germany, was transplanted by Florence 
Nightingale again on English soil, and grew into 
a mighty tree. 

It has been well said that Miss Nightingale 
did not originate the idea of trained nursing of 
the sick, for there were sisterhoods and great 
nurses before her time. What she did do was 
to place the art of nursing on the plane of a 
profession, and to transfer it, as the books of 
the British census show, from the category ‘‘Do- 
mestic,’’ in which it stood before her time, to 
that of ‘‘Medicine.’”? Both by precept and ex- 
ample she taught and tried to instill into her 
nurses the principles and the code of honor that 
ralsé an occupation into a profession. She 
raised a great enthusiasm among the women of 
her time, many of whom grasped her meaning, 
and worked with her to attain this end. She 
took it out, too, of the place in which it had 
been put before her time by the religious or- 
ders, who regarded their nursing chiefly as a 
means of self-abnegation and humiliation. She 

lieved, no one more strongly, that the true 
hurse must have a sense of vocation, and that 
without it she should not enter the profession, 
- with her ‘‘nursing was a sacred calling, 

y to be followed to good purpose, by those 
who pursued it as the service of God, through 
the highest kind of service to man.’’ But she 
recognized also, that the skilled services of the 
waned naree should form an honorable means 
Seed, and insisted on the public recog- 

n of this fact. Miss Nightingale never 


thought or cared about what has been called 
rights, but she was essentially a pio- 


women’s 


neer in the interests of her sex. By the high 
estimate and value she placed upon the skilled 
services of women in a capacity in which only 
they can serve, she raised the public sense of 
the value of those services all along the line, 
and there is probably no other woman to whom 
modern women owe so much. Her words on the 
subject of the modern feminist movement, 
which was just beginning in her day, and which 
close her little volume ‘‘ Notes on Nursing,’’ are 
an epitome of wisdom, and strike directly home. 


‘*T would earnestly ask my sisters to keep clear 
of both the jargons* now current everywhere 
(for they are equally jargons) ; of the jargon, 
namely, about the ‘rights’ of women, which 
urges women to do all that men do, merely be- 
cause men do it, and without regard to whether 
this is the best that women can do; and of the 
jargon which urges women to do nothing that 
men do, merely because they are women. Surely 
woman should bring the best she has, whatever 
that is, to the work of God’s world, without at- 
tending to either of these cries. It does not 
make a good thing, that it is remarkable that a 
woman should have been able to do it. Neither 
does it make a thing bad, which would have 
been good had a man done it, that it has been 
done by a woman. 

‘Oh, leave these jargons and go your way 
straight to God’s work, in simplicity and sin- 
gleness of heart.’’ 


The ‘‘Notes on Nursing’’ was published in 
1860. It is the best known of her writings, and 
in the purity of its English, the vigor and sim- 
plicity of its style, and the fundamental sound- 
ness of its teaching, is in the highest sense a 
classic. It is a book which anyone may read 
with delight and information today, and should 
be republished in popular form. Florence 
Nightingale posesssed the literary faculty in a 
very high degree, and was a voluminous writer, 
but she held this, as she did her social accom- 
plishments, very lightly, to be used only as a 
means to an end, and to be considered, rather 
as a ‘‘temptation’’ to be avoided, that might 
lead her away from the purpose to which she 
had consecrated herself, and never as an end 
in itself. This is the reason, that although her 
contributions to the literature of her time are 
as important and probably as numerous as those 
of her illustrious contemporaries, Mrs. Gaskell, 
George Eliot, and Harriet Martineau, they are 
not recognized as such, for they are largely on 
technical subjects and many of them are hid- 
den in the Blue Books of the day. It is only 
when she is dealing, almost as it were by acci- 
dent, with subjects of wider intellectual scope, 
that her power of literary expression and her 
clearness of vision in the realm of abstract 
thought are fully revealed to us. The best il- 
lustrations are to be found in her lengthy cor- 
respondence with such men as William Jowett 
and John Stuart Mill, and in her great religio- 
sociological treatise, entitled ‘‘Suggestions for 
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Thought to Searchers for Truth among the 
Artizans of England and to Searchers after 
Religious Truth,’’ published in three volumes, 
containing 729 pages in all, by Eyre and Spot- 
tiswoode, London, in 1860. Her yearly ‘‘Ad- 
dresses to the Probationer Nurses in the ‘ Night- 
ingale Fund’ at St. Thomas’ Hospital,”’ printed 
for a limited private circulation during the 
years 1873 to 1888, stand out also as models of 
clear diction embodying principles of deep eth- 
ical and spiritual force. The nineteenth cen- 
tury has been called pre-eminently the century 
of great women. It is from the literary and 
philosophic, as well as the philanthropic side, 
that Florence Nightingale possesses an eminent 
place within the circle. 


(To be continued.) 


Society Report. 
NEW ENGLAND PEDIATRIC SOCIETY. 


Tue Forry-FoURTH MEETING OF THE New ENGLAND 
Pepratric Socrery was THE Boston 
caL Liprary, Fray, Aprit 28, 1916, at 8.15 P.M. 


The President, Dr. A. C. Eastman of Springfield, 
Mass., was in the chair. 
The following papers were read: 


I. SOME PHASES OF THE RECENT EPIDEMIC OF 


By P. H. Syivester, M.D., Newton. 


Il. IDIOSYNCRASY TO COW'S MILK. ITS RELATION TO 


ANAPHYLAXIS.” 


By Fritz B. Tarsotr, M.D., Boston. 


I. THE TREATMENT OF TUBERCULOSIS IN INFANCY.+ 


By W. W. Howe tt, M.D., Boston. 


DISCUSSION, 


Dr. Tatpot (Dr. Sylvester’s paper): Dr. Sylves- 
ter’s paper has been very interesting and his ex- 
perience is very much like mine. I want to draw 
attention to one statement which he made, that in 
‘ speaking of acidosis and using the term acidosis, of 
the relation of ammonia to the total nitrogen in the 
urine as being of importance in determining an 
acidosis. This is in the main true when there is 


*See JournaL, page 409. 
+See page 411. 


sufficient protein in the diet. The total nitrogen in 
the urine depends upon the protein in the food while 
the ammonia is more or less independent, so the 
relation becomes distorted and has no signiticance 
when there is a low protein in the diet. This should 
be borne in mind when anyone is drawing conclu- 
sions from the ammonia ratio. In the cases which 
I saw, one thing impressed me a good deal and that 
was the loss of water due to the extreme vomiting 
which did not allow water to get into the body, and 
the diarrhea, which withdrew water and salts from 
the body. I personally subdivide these conditions 
that we have been dealing with this winter, and pre- 
vious years, into vomiting with acetonuria as shown 
by small amounts: of acetone in the urine and vomit- 
ing—which is very common—and true acidosis. The 
only way that we have to determine true acidosis is 
by tests that are too difficult for physicians to use 
in their private work with the exception of the test 
recently advised by Marriott of Baltimore, in which 
the carbon-dioxide tension of the alveolar air can be 
determined very simply, by collecting the air in a 
rubber bag and running the air into a solution of 
1/100 normal alkali and phenolphthalein, and com- 
paring the resulting color with a set of tubes which 
give us known quantities of carbon-dioxide in the 
air. By them we can tell whether the alveolar ten- 
sion is 40, 30 or 20, or even lower. It very rarely 
goes below 20. True acidosis is shown clinically by 
a diminished carbon-dioxide tension in the alveolar 
air. This is because, as Dr. Sylvester suggested, the 
salts are not present in large enough amounts to 
carry the carbon dioxide in the blood to the lungs. 
Clinically it is manifested by what we know as air 
hunger, and I believe that when we see air hunger 
we see acidosis, and when we do not see air hunger 
we have vomiting with acetonuria. In some of the 
instances, I believe that what we call vomiting with 
acetonuria does change into true acidosis, and I be- 
lieve that the factor that decides whether it is or is 
not true acidosis is whether the body responds to 
alkali or not. The symptom upon which that is 
dependent in large part is diarrhea. 

Dr. Sytvester: (1) I would like to ask Dr. Tal- 
bot if he feels that there is any sharply dividing line 
between the children with air hunger with true aci- 
dosis, and children who have “vomiting with aceton- 
uria”? Do you think that the children who have 
vomiting with acetonuria have sighing respiration 
or evidences of difficulty with respiration, or definite 
air hunger? 

(2) Given a child who had a readily controlled 
acetonuria with vomiting and who was having a cer- 
tain amount of sighing respiration, would you put 
that in the same class as a child with a true aci- 
dosis ? 

Dr. (Dr. Sylvester's paper): (1) I think 
that true acidosis is not a disease but a symptom. 
It is a late symptom which oceasionally comes in 
the conditions that we have been talking about. 

(2) If there is deep respiration you have air hun- 
ger and this is true acidosis; the air hunger may be 
like the other symptoms, it may be pronounced or 
it may mild, and it is impossible to draw a 
sharply marked dividing line between whether there 
is air hunger or whether there is not. In the cases 
of air hunger which I have seen it has come on very 
quickly within one or two hours’ time. 
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Dr. CaLper (Dr. Talbot’s paper): I wish to refer 
briefly to a case that came under my care. The 
baby was breast-fed, nine months old, when cow’s 
milk was first given. This was taken all right and 
there was no vomiting, but the child had a very pro- 
fuse urticaria in about one-half hour after taking. 
The breast milk was resumed and whenever attempts 
were made to give cow’s milk in any quantity what- 
soever the urticaria resulted and on several occa- 
sions an asthma with the urticaria. The child was 
given goat’s milk once. This had to be forced and 
the child showed much more distaste for it than for 
the cow’s milk. It was vomited almost immediately 
and was followed by a very intense asthma and urti- 
earia. This child was nursed on the breast until 
one year, having cereals in the mean time and but- 
ter, which caused no general reaction although there 
was some local irritation where it had touched the 
skin of the face. This local irritation disappeared 
after the child had been given the butter for a few 
months. The child was brought along on cereals, 
butter and lamb juice, and to some extent on lamb 
meat, and potato, fruit juices and vegetables. The 
milk tolerance was increased by feeding the child 
1, drachm overy other day, gradually increasing 
the amount, it being six months before the child 
was able to take 8 oz. of cow’s milk a day. This 
child had also an anaphylaxis to egg. 

Dr. Tarsot (after Dr. Calder’s remarks on Dr. 
Talbot's paper): I was very much interested in the 
case that Dr. Calder reported. Evidently this baby 
was sensitive both to the milk of the cow and the 
goat, unless someone substituted cow’s milk for 
goat’s milk. 

Dr. Tatsor (Dr. Howell’s paper): All the cases 
that we have had at the Massachusetts General Hos- 
pital with a positive von Pirquet under two years 
of age, except one, died. That one, so far as I know, 
is living. All the others that had negative von Pir- 
quets that died that showed that they had tubercu- 
losis, as I remember it, died of miliary tuberculosis. 
It is quite natural in infants dying of such disease, 
I think that there should be no repair. If there is 
repair, they will get well. If they get well and die 
of something else, how can you tell whether the 
disease came on during the first or second year of 
life ? My impression of this discussion is that we 
are talking about human tuberculosis. I feel that 
in discussing this question, we have neglected bovine 
tuberculosis, At present in the findings in tubercu- 
losis of the glands our impression is in the post- 
mortems, that more than half of them gain their 
entrance through the mesenteric glands and for that 
reason, and backed up by the work of the Royal 

nglish Commission, it looks as if much of the 
tuberculosis of infancy was of bovine origin. Again 
= it is of bovine origin, I should think if one tu- 
aoe bacillus were fed to that child every day that 
oe child would have 1000% less chance of life 
than if only one tubercle bacillus gained entrance 
~ the body had a chance to kill it. 
asa (Dr. Howell’s paper): Dr, Howell 
ea the ontnion that there was danger of re- 
in ¢ ildren and Dr. Dunn _ expressed the 

on, as the result of his pathological work, that 
ge 1S very little danger of re-infection. It seems 
me that this is a very important question to 


a more about. It has a very practical bearing 
= e question as to whether it is safe to send a 
young child to a hospital where there are cases of 


pen tuberculosis. I would like t 
en sis, oh 
“pinion on that subject, 


Dr. Situ (Dr. Howell’s paper): Dr. Howell says 
that these cases ought to be treated as tuberculosis, 
and that they always have the disease. 1 would like 
to ask what he calls these cases when they get to be 
10 or 15 years old—does he say that they have 
tuberculosis then ¢ 

Dr, Smitru (Dr. Howell’s paper): I would like to 
ask what distinction is made between tubercular in- 
fection and tuberculous disease. That distinction 
is one that ought really to be made. As I under- 
stand the distinction, tuberculous infection means 
the presence of tubercle bacilli in the body which 
are not active; tuberculous disease includes all cases 
during the active stage. These two types of the dis- 
ease should be differentiated, for the treatment is 
quite different. 

Dr. Dunn (Dr. Howell’s paper): I have only two 
objections to bring forward to the conclusions in 
Dr. Howell’s paper; one of them is really not an 
objection. He speaks of the lesion at the portal of 
entry and the associated lymph-node process, as if 
both were included under the term primary lesion. 
This, I think, might give rise to some confusion in 
connection with the question as to whether there is 
or is not a lesicn at the portal of entry. It would 
be better, I think, to speak of the primary pulmon- 
ary lesion and the associated lymph-node process 
together, as the primary stage of tuberculosis, and 
to confine the term primary lesion to the process 
found in the parenchyma of the lung. The question 
as to whether there is such a primary lesion at the 
portal of entry has been one of the disputed points 
in the pathology of tuberculosis. In my experience, 
rom a lesion can always be found if carefully looked 
or. 

I have been working on tuberculosis a good deal 
at the Infants’ Hospital, and one point which has 
struck us is the close relationship between tubercu- 
losis and syphilis. I think that tuberculosis, like 
syphilis, can be divided into primary, secondary, 
and tertiary stages. Some authorities regard the 
phthisis of adults as representing the tertiary stage 
of an infection acquired in infancy. I am in doubt 
as to whether this is a true distinction. but many 
observers believe that the phthisis of adults does not 
represent a fresh infection from without, but repre- 
sents the lighting up of an old process, or a retro- 
grade infection. 

Another point in which I differ from Dr. Howell 
is, when he speaks of the danger or frequency of 
fresh infection from without. The study of the 
pathological material which we have been engaged 
in has rather convinced me that this is not a very 
great danger and that it very rarely occurs, and 
that the various widespread manifestations so char- 
acteristic of tuberculosis in infancy and childhood 
do not represent a fresh infection from without, but 
rather an extension from the lesions of the primary 
stage. This extension appears to take place in a 
very well-defined way so that it can be treated in 
nearly all post-mortem cases. 

The trouble with tuberculosis in infancy, as Dr. 
Howell has said, is that the diagnosis has not been 
made until the secondary stage has developed. In 
the majority of cases one’s diagnosis of tuberculosis 
in infaney depends on the existence of an acute tu- 
bercular meningitis or on the presence of a tubercu- 
lar bronchopneumonia or some other lesion which 
represents the secondary stage. Another thing 
which has been very confusing in the understand- 
ing of tuberculosis in infancy is that I know of no 
American text-book on tuberculosis which makes 
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any good distinction between chronic pulmonary tu- 
berculosis and the signs of the secondary lesions in 
the lungs found in children. It would be too much 
to say that chronic pulmofiary tuberculosis is never 
found in the lungs of infants and children. Occa- 
sionally there is a condition of extremely increased 
activity of growth in the tiny primary focus which 
almost amounts to the lesions of phthisis. The 
usual changes in the lungs clinically may resemble 
consumption and may show the physical signs which 
are described in text-books as characteristic of 
phthisis and may run the came clinical course. 
But from the pathologie point of view these lesions 
are not the same as in the phthisis of adults, which 
represents an entirely different proposition. Tu- 
berculous bronchopneumonia is the lesion character- 
istic of infancy and early life, acute phthisis being 
only rare. 

We have been comparing the various clinical 
manifestations with anatomic findings. We have 
had a large number of tuberculous autopsies, but 
the main thing, as Dr. Howell says, is to make the 
diagnosis in an infant before the secondary stage 
has developed. That is the thing which has not 
been done. The diagnosis of tuberculosis either 
rests on finding signs of solidification of some kind 
in the lungs or on the existence of some other well- 
recognized form as meningitis or peritonitis. With- 
out these signs, the diagnosis of the primary stage 
rests on three things,—the von Pirquet reaction, the 
enlargement of the bronchial lymph nodes, when 
they can be detected on physical examination, and 
when they cannot be detected, on an x-ray exami- 
nation, 


Dr. Dunn (Dr. Howell’s paper): The term in- 
fected with tuberculosis but not diseased is not ap- 
plicable, because these infants are always in extreme 
danger. The number of infants which develop sec- 
ondary processes which are fatal is very large. An- 
other thing which bears on that point is that in 
children under two you practically never see the 
slightest tendency toward healing of the tuberculous 
lesion or repair. It is not such an important ques- 
tion as to how long we shall consider them subjects 
of tuberculosis, because there is absolutely no per- 
manent way in which we can tell when the actual 
tuberculous infection dies out except through very 
careful examination of anatomic material. Cer- 
tainly in children under two it seems to me to be 
a much better thing to regard every child that 
shows evidence of infection with tuberculosis as a 
victim of tuberculous disease and to treat it in that 
way. 


Dr. Howetut: I made the statement that I eriti- 
cized the terms tuberculous infection and infected 
with tuberculosis merely because I believe that the 
primary stage of tuberculosis or the primary lesion 
always gives symptoms—that is, when a baby is in- 
fected with tuberculosis he probably has a reaction 
at that time. He may have fever. I have never 
seen a case at the beginning of the primary stage 
but I believe there are always symptoms. So I do 
not see why he has not a disease merely because he 
does not have symptoms recognized as those of tu- 
berculosis. He always has the glands, and they are 
active enough to keep up his reaction shown by the 
von Pirquet. He always reacts, so he always has a 
diseased process. The expression infected with tu- 
berculosis always makes me think of the old physi- 
cian who called a surgeon in consultation from 
Chattanooga, Tenn., to see a case of inoperable 


uterine cancer. The surgeon asked the old physi- 
cian if he had ever considered it was cancer, and he 
replied that he had never made up his mind that it 
was really cancer, but he had always suspected it 
was of a cancerous nature. To my mind the term 
infected with tuberculosis comes into that class. 
If you are getting symptoms that cannot be ex- 
plained in any other way and find glands and sus- 
pect tuberculosis, treat it as a case of tuberculosis 
until there is improvement. At the Infants’ Hos- 
pital we see a good many babies who die who might 
have been saved if the disease had been recognized 
early. Last Sunday we had 25 per cent. of the cases 
in the wards with tuberculosis, the disease having 
been recognized in only five cases before they were 
admitted, and they were in the hopeless stage at 
that time. I think it is a very dangerous thing to 
make a diagnosis between infected with tuberculosis 
and tuberculous disease. I believe if they once have 
it they always have it and they are always in 
danger. 


Book Reviews. 


Principles of General Physiology. By W. M. 
Bayuiss, Professor of General Physiology, 
University College, London. New York: 
Longmans, Green & Co. 1916. 


No general work on physiology which has ap- 
peared in recent years has been welcomed more 
eagerly or more deservedly than this book of 
Professor Bayliss. The facts it presents are of 
fundamental interest and importance to phy- 
siologists and to progressive medical men. Many 
of them have been hitherto available only in the 
original papers scattered over a large number 
of publications. In bringing these together in 
compact and readable form, an inestimable ser- 
vice has been performed. 

The plan of the book is admirable. Each 
chapter ends with a condensed summary of its 
contents and references to the literature of spe- 
cial interest. A feature which adds greatly to 
the book is the series of portraits of leaders in 
physiological investigation,—a series in itself of 
great interest. The attempt has been made to 
present important facts that deal with the sub- 
ject of general physiology. There is also a con- 
sistent effort to interpret these facts intelligent- 
ly. Although, as the author admits, interpreta- 
tion is often a matter of individual opinion, and 
therefore subject to error, his contention that 
a logical interpretation, even though finally 
shown to be erroneous, is better than a muddle 
presentation, will be approved by most fair- 
minded readers. A very complete bibliography 
covering 82 pages is inserted at the end of the 
book. No worker in physiology or medicine, 
who desires to keep abreast of current thought, 
can afford to disregard the facts presented in 
this book. : 
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Lateral Curvature of the Spine and Round|Gram positive and Gram negative organisms 
Shoulder. By Roserr W. Lovert, M.D., Bos- and which is 
‘ _|or absent. Each page is printed on only one 
TOR. Third edition, revised and enlarged ; side, the blank side er affording pre Lon 
with 180 illustrations. Philadelphia: P./ent space for notes. The book is illustrated 
Blakiston’s Son & Co. 1916. with eleven figures and eight plates, four of 
which are colored, and is to be cordially com- 
The third edition of any medical textbook) mended to the use of those for whom it is in- 
means that it has been found useful and that| tended. 
the principles which it enunciates are consid- 
ered by competent authority to be sound. 
Perhaps no branch of orthopedic surgery has| Back Injuries and their Significance under the 
had such close attention concentrated upon it) Workmen’s Compensation and other Acts. 
as the subject of scoliosis, its origin and its} By ArcuipaLp McKenprick, F.R.C.S.E., ete., 
eure. Despite this fact we find today that its Surgeon in Charge of Surgical X-ray Depart- 


etiology is still unsettled and its treatment far 
from uniform. When men of such large ex- ment, Royal Infirmary, Edinburgh. New 


perience as Schultes, in Zurich; Schanz, in} York: William Wood & Company; Edin- 
Dresden; Lovett, in Boston,—all differ as to| burgh: E. and S. Livingstone. 1914. 
the most efficient method of its control, it proves 
that it is a subject that demands clear descrip- 
tion of its symptom-complex, a lucid exposition; A small volume of 150 pages by McKendrick 
of the different methods of treatment and a|of Edinburgh. McKendrick is apparently both 
nice balancing of evidence as to the relative|a surgeon and a roentgenologist. He seems to 
value of these methods. These demands the! be also an excellent anatomist. He discusses in 
book meets in a fair and impartial manner and| succession the structure of the spinal column, 
in addition devotes a chapter to the history of|the muscles and fascia, the detail of examina- 
scoliosis and another to faulty attitude and|tion and symptomology, and the various x-ray 
round shoulders. It is a book which is extreme-|and other special methods of examination. 

ly useful to both practitioners and medical stu-| The book is an excellent little manual. In 

dents. It embodies results of wide personal ex-| common with many other smal] volumes, it lacks 

perience and displays an intimate knowledge|a brief conclusion at the end of each chapter. 
of the work of other men. _|This is perhaps of less importance in so small 

a volume, but would have been a distinct addi- 

tion. 

A Manual of Practical Laboratory Diagnosis.| Dr. MeKendrick does well to call attention so 
By Lewis Wess Hitt, M.D., Graduate Assis- | convincingly 
tant, Chi , ; _|of injury, which is too often a permanent dls- 
W. ability to a working man or woman. 


_ The author’s frankly stated reason for add- 
ing this excellent to the many other | Skin Cancer. By Henry H. HAZEN, A.B., 
existing works on laboratory diagnosis is to| M.D. Ninety-seven text illustrations and one 
provide a volume of convenient and suitable! colored frontispiece. St. Louis: C. V. Mosby 
size for carrying in the pocket, which shall af- Co. 1916 
ford for house officers and medical students a ' 
means of immediate ready reference, uncon-|.-- - 
fused by the presentation of a number of al-| Dr. Hazen of Washington, the author of this 
ternate methods of performing any given test.| book, defines his purpose as an effort to gather 
Much material usually incorporated in labora-| under one cover the latest views on malignant 
tory manuals is purposely omitted, only that|tumors of the skin, and to give his personal ex- 
being included which is practical for use by the| perience, gained chiefly in the surgical, patho- 
average medical man. Hence the Wassermann logical and dermatological departments of the 
reaction, the Gold chloride test and various) Johns Hopkins Hospital. The subject lends it- 
methods of tissue staining are not included,| self naturally to profuseness of illustration, and 
ane they are not ordinarily performed by stu;| this feature has been very completely exploited 
ype house officers and general practitioners, by the author. Many of the illustrations, which 
din whom this book is intended. The work is|have been contributed by the author’s colleagues 
vided into eight chapters dealing respectively | as well as by himself, are of great excellence; 
with the urine, the blood, the feces, gastric con-| others could have been omitted without detract- 
a Spinal fluids, pleural and peritoneal fluids, |jng from the general result. Much space is de- 
_—, and such miscellaneous topics as tha| voted to the subject of treatment, and the differ- 
ram stain, the stain for spirochaeta pallida, the |ent methods and their applicability in individ- 
chick test, tha von Pirquet test, tables of} yal cases are very fully and fairly set forth. 
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TRANSMISSION OF POLIOMYELITIS. 


As the leading article in this issue of the Jour- 
NAL, is published an important paper by Dr. 
Mark Richardson of Boston, formerly secretary 
of the Massachusetts State Board of Health, 
advancing a new theory of the transmission of 
poliomyelitis. The author reports investiga- 
tions, experience, and arguments indicating that 
the rat-flea is really the responsible agent in the 
transmission of the disease, as in the ease of bu- 
honie plague. A similar suggestion has recently 
been made in New York, involving a mosquito 
as the possible transmitting agent. This con- 
tention, however, is as yet unproved. The con- 
firmation of Dr. Richardson’s theory must rest 
on further observation and experiment. If, as 
a result, the rat-flea is determined to be the 
actual transmitter of the infection of poliomye- 
litis, a cardinal step will have been taken tow- 
ard the control of this serious scourge, and Dr. 
Richardson’s theory established as a notable 
and beneficent contribution to medical knowledge 
and human relief. 


STATE CONTROL OF MEDICAL PRAC- 
TICE. 


THERE is considerable dissatisfaction in var- 
ious sections of the Commonwealth with that 
portion of the Workmen’s Compensation <Aet 
which gives insurance companies the right to 
‘*furnish’’ medical attendance. This right to 
‘*furnish’’ practically is the right to ‘‘name’’ 
the physicians who shall treat injured employ- 
ees. In his admirable article, which we print 
in another column, Dr. Francis D. Donoghue 
has pointed out ‘‘some medical aspects of the 
Workmen’s Compensation Act’’ which should 
interest all physicians. He shows that the law, 
since it first became effective in 1912, gave in- 
surers the right to ‘‘furnish’’ treatment and 
that only the liberal interpretation and the in- 
fluence exerted by the Industrial Accident 
Board gave physicians a greater opportunity 
to render medical aid to injured employees 
than was contemplated when the law was passed, 
if we consider the wording of the original act. 

The latest important liberal medical decision 
of the Board, that made in the Pecott case, was 
or reversed by the Supreme Judicial Court, and 
physicians have become alarmed at the possible 
effect of this reversal. A campaign has been 
undertaken for the purpose of arousing medical 
men to the necessity for a change in the law. 
Many men argue for the free choice of physi- 
cians by injured employees alone; others think 
that either the Industrial Accident Board or 
the Insurance Commissioner should be given 
power to supervise exclusively this important 
matter; and the suggestion has been made, ten- 
tatively, that a list of acceptable physicians be 
prepared and that the selection of a medical 
man by either employee, employer, or insurer 
be restricted only to the names given in such a 
list. 

It should be remembered, in considering neW 
legislation, that unrestricted choice of physi- 
cians by employees will probably result in the 
establishment of a state-wide fee table. Such fee 
tables are ineffect in other states and, of course, 
are much below the standard of fees now being 
paid under the ‘‘average minimum’’ approval 
standard of the present Workmen’s Compensa- 
tion Act. It may be, also, that absolute free 
choice will tend to eliminate competition be 


tween the present 27 insurance companies and 


bring about the concentration of all the com 
pensation business under one insurance com 
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pany, with whom all would be required to trans- 
act business under direct state supervision. 
There is a possibility that the problem may be 
solved by the combination of ‘‘free choice’’ un- 
der a supervising consultant, agreeable to and 
appointed by the insurance companies. 

While only a few of the 27 insuring com. 
panies insist upon their right to ‘‘furnish’’ and 
name physicians, these few companies insure 
more than one-half of all the employees covered 
hy the compensation law. Whether this indi- 
cates that the few, with most of the business, 
find ‘‘furnishing’’ physicians more economical 
than ‘‘free choice’’ is not known. The _ pre- 
sumption, however, is that cost is a factor and 
that the prestige and influence of these compan- 
ies must be considered when new legislation is 
proposed. Whatever action the medical men 
take, appreciation should be shown by all of the 
broad spirit which has actuated the Industrial 
Accident Board in dealing with the rights of 
physicians and surgeons for service rendered 
injured employees 


PROGRESS OF POLIOMYELITIS 
EPIDEMICS. 


DurtnG the past week the epidemics of polio- 
myelitis in New York and New Jersey have 
shown definite abatement, whereas those in New 
England have shown equally definite increase. 
In New York City the number of cases on Sep- 
tember 13 reached a total of 8,614, with 2,151 
deaths. In New York State, outside New York 
City, the number of cases on this date reached 
a total of 2,690 with 285 deaths. In New Jer- 
sey there has been a total of 2,478 cases. There 
have heen 1,149 cases with 288 deaths in Penn- 
Sylvania, 122 cases in Chicago and 78 in Toledo. 


~/ Illinois, including Chicago, there have been 


395 eases; in Minnesota, 142; in Ohio, 94, in 
al 97; in Michigan, 51; and in Towa, 
In New England there have been 14 cases in 
Maine, 76 in Rhode Island, and 608 in Connecti- 
cut. In Massachusetts on September 14 the 
number of cases reached a total of 239 with 
26 deaths since September 1. : 
At the conference of state and territorial 
health officials, held on August 17 and 18, at 
Washington, D. C., in conjunction with the 
United States Public Health Service, two com- 
mittees were appointed, one to recommend a 
uniform method of collecting, recording and 
transmitting statistics and information regard- 


ing the progress and control of the disease. This 
committee was composed as follows: 

Surg. C. H. Lavinder of the Publie Health 
Service, chairman; Dr. W. C. Woodward of the 
District of Columbia; Dr. C. St. Clair Drake of 
Illinois; Dr. A. G. Young of Maine, and Surg. 
J. W. Trask of the Publie Health Service. 

A national survey at the time of the meeting 
showed that in the thirty-eight states and terri- 
tories whose representatives were present, there 
had been since January 1 of this year a total of 
11,717 cases of poliomyelitis, the largest number 
ever recorded in any epidemic within the same 
period of time. 

The second committee was appointed to pro- 
pose methods for control of the epidemic, in- 
cluding regulations of transportation. This 
committee was composed as follows: 

Dr. John S. Fulton of Maryland, chairman; 
Dr. T. D. Tuttle of Washington State; Dr. E. G. 
Williams of Virginia; Dr. H. TI. Brackman of 
Minnesota and Surg. Charles E. Banks, head of 
the Public Health Service corps, fighting the 
disease at New York. 

In the weekly bulletin of the United States 
Publie Health Service for September 1 is pub- 
lished the report of this latter committee, whose 
recommendations are, in part, as follows: 


‘IT, It is the sense of this committee that the 
first step proper to be taken by a State health 
authority, believing its territory to be in danger 
of an invasion by poliomyelitis from another 
State or part of a State, is to call the attention 
of the United States Publie Health Service to 
the situation believed to be dangerous, and to 
request the United States Public Health Service 
to take whatever steps are necessary to prevent 
the interstate spread of poliomyelitis. 

‘‘II, The necessary steps ordinarily to be 
taken by the United States Public Health Service 
in such a contingency are believed to be:’’ 

(This section describes methods to be ob- 
served in investigation of infected areas, noti- 
fications of removal, identification of travelers, 
permits to travel, collection of fees and certifi- 
cation by private physicians. ) 

The committee disapproves quarantine 
by one State against another State or quaran- 
tine by one community against another com- 
munity in the same State. It is believed that 
the Federal Government, through the United 
States Public Health Service, can perform all 
the duties of notification and certification re- 
quired in interstate relations in case of unusual 
prevalence of poliomyelitis, and that State health 
authorities can and should perform like services 
as between communities in the same State dur- 
ing unusual prevalence of poliomyelitis. 

‘‘TV. It is recommended that all cases of polio- 


myelitis should be reported immediately to the 
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local health authorities and to the State health 
authorities, and that State health authorities 
make weekly reports to the United States Public 
Health Service of all cases of poliomyelitis. The 
United States Public Health Service is asked to 
furnish general reports weekly. 

““V. It is recommended that all persons 16 
years old or under, with a clean bill of health, 
and removing from an infected area or district 
to another locality, should be kept under medi- 
cal observation daily for two weeks from the 
date of the certificate. 

‘“‘VI. It is believed that the period of isola- 
tion of a case of poliomyelitis should be not less 
than six weeks from date of onset. 

‘‘VII. The isolation of cases of poliomyelitis 
should be stringent isolation of the sick person 
with attendant or attendants, in a_ properly 
screened room or rooms, with disinfection at the 
bedside of all bodily excretions. Wherever it 
is possible, the removal of patients to a hospital 
is greatly to be preferred to isolation in a pri- 
vate house or apartment. 

“VIIT. In case of death from poliomyelitis 
the funeral should be strietly private. 

“TX. Wherever poliomyelitis is unusually 
prevalent, assemblages of children in publie 
places should be prohibited. 

‘*X. During unusual prevalence of poliomye- 
itis, schools should not be opened without 
thorough medical supervision by a health au- 
thority. When schools are opened, beginning 
should be made with high schools, and proceed- 
ing to lower age groups no more rapidly than 
complete medical examinations can be made. 

‘XT. Because of the existence of unknown 
carriers of the infectious virus of poliomyelitis, 
and because the infectious virus is present in the 
body discharges of such persons, therefore all 
measures to prevent contamination by human 
excreta or other bodily discharges, the suppression 
of the fly nuisance, prohibition of the common 
drinking cup, and a general educational cam- 
paign for cleanliness and sanitation, with par- 
ticular instruction of parents and children con- 
cerning personal hygiene, especially of the 
mouth and nose, are urgently recommended. ”’ 


Attention is further directed to two communi- 
cations published in the correspondence column 
of this issue of the JourNAL, one recording an 
interesting clinical case of poliomyelitis, the 
other emphasizing the importance of diagnosis 
of the lighter forms of this disease. If, as at 
present supposed, the wide dissemination of 
poliomyelitis is due to these unrecognized mild 
cases and to carriers, their study by general 
practitioners is of especial urgency since upon 
their recognition and isolation may depend the 
safeguarding of large numbers and the pre- 
vention of the establishment of new foci in un- 
infected regions. 


AMPUTATION WITHOUT SKIN FLAPS, 


A GREAT war is always replete with experience 
for surgeons and the present one is no excep- 
tion. Amputations especially are proportion- 
ately much more frequent than they are in times 
or peace, chiefly because of the prevalence of 
gangrene, due to the necessity of leaving badly 
wounded men without surgical aid for days at 
a time. It is natural then that the technic of 
amputation should receive careful attention; 
many surgeons, for instance, advocate plane sec- 
tion on the battle field or at the base hospital 
with a secondary operation along conventional 
lines later on when the patient has been re- 
moved from the front. The advantages alleged 
for this procedure are quickness and ease of 
performance and the avoidance of pockets to 
fill up with pus. Against this method is urged 
the experience that soldiers refuse a secondary 
operation and thus are left with a surgically 
bad stump. 

Another method, which would hardly be sane- 
tioned in normal times, is that of flapless ampu- 
tation. Writing in the British Medical Jour- 
nal for April, Dr. Fitzmaurice-Kelly describes 
his experience with this method which he heart- 
ily favors. He claims that it saves the maxi- 
mum length of limb and, in many cases, life 
itself. He considers this form of treatment ab- 
solutely indicated in gangrene, and the method 
of choice in certain cases of compound and com- 
minuted fractures and in multiple wounds. In 
cases of gangrene, he says, the entire skin of 
the limb appears to be unhealthy and when 
flaps are cut these invariably slough and start 
a gangrenous process in the stump. On the 
other hand, if a flapless amputation be done, 
section can be made just above the gangrenous 
area, as low as, or lower in fact than, the point 
where the skin flap is usually started. 

Fitzmaurice-Kelly states that there is prac- 
tically no secondary hemorrhage with this 
method, that it arrests the spread of infection, 
and that it can often be done where no other 
method is possible. The chief disadvantages 
appear to be the necessity of a second operation, 
the obvious discomfort and danger of a large, 
open, granulating surface and the occasional de- 
velopment of ascending neuritis. Even if these 
objections be valid, the advantages would seem 
to outweigh them, especially in view of the lack 
of success of the classical amputation in gal- 
grene so far. 
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THE RECORD OF A MEDICAL CLASS. 


We have recently received from the secretary 
of the class of 1911 of the Harvard Medical 
School a class report, the first which this class 
has issued. The publication of such reports 
has not been usual with medical, as it is with 
academic classes, and its appearance is a matter 
of considerable interest not only to friends of 
members, but to those who are glad to watch 
the progress of their junior colleagues in medi- 
cine. There is an excellent preface by the secre- 
tary, a statement of the class finances, a class 
directory, four pages of class statistics and a 
report of the class dinner held this year. The 
remainder of the volume consists of a series of 
brief sketches of the lives of the members, 
eighty-nine in number. At the close is a map 
of the United States representing the geograph- 
ical distribution of the class in practice. Thirty- 
eight are in Boston or in its vicinity, one is in 
China, and the remainder are scattered in the 
north and middle West and along the Pacific 
Coast. The cordial appreciation and congratu- 
lations of the JouRNAL are extended to the class 
upon this record of its work. 


MEDICAL NOTES. 


_ THe New York Morrauitry Rate.—Dur- 
Ing the past week one hundred and fifty-two 
deaths were reported as due to infantile paraly- 
sis, a8 compared with 209 during the previous 
week and 301 for the week ending August 12th. 
The epidemic is evidently fast burning itself 
out. There seems to be every prospect of con- 
ditions again reaching normal within the next 
two weeks. It is encouraging also to note that 
the mortality of the contagious and diarrhoeal 
diseases continues to remain lower than during 
last year. The mortality of the following dis- 
eases was lower during the past week than dur- 
Ing the corresponding week of last year: 
measles, whooping cough, typhoid fever, cere- 
bro-spinal meningitis, diarrhoeal diseases, pul- 
monary tuberculosis and diseases of the nervous 
zon. The total number of deaths reported 
TY the week was 1,388 as compared with 
SIs reported during the previous week, the 
eath rate for the past week being 12.96, as 
a 14.13 for the week ending August 26th. 
a death rate for the first thirty-six weeks of 

16 was 14.51 and the death rate for the cor- 
responding period last year, 14.42. In com- 
menting on the figures, Commissioner Emerson 
porated out that there was every prospect of 
a a lower general death rate in New York 
ity this year than ever before. ‘‘In view of the 
outbreak of grip last January, and especially in 


view of the 2,000 deaths from infantile paraly- 
sis this summer, this is a remarkable showing.”’ 


PREVALENCE OF MauartA, MENINGITIS, PELLA- 
GRA, SMALLPOX AND TyPHOID F'EveR.—The week- 
ly report of the United States Public Health 
Service for September 1, states that during the 
month of July, 1916, there were in Mississippi 
21,091 cases of malaria, 1,047 of pellagra and 
1,205 of typhoid fever. In Virginia during the 
same period there were 982 cases of malaria, 16 
of cerebro-spinal meningitis, 73 of pellagra and 
699 of typhoid. There were 18 cases of menin- 
gitis in Ohio, 94 cases of smallpox and 319 of 
typhoid. There were 85 cases of smallpox in 
Michigan and 223 of typhoid each in Indiana 
and Kansas. 


A Hospirat Sur.—Report from New 
York on August 17 states that the Philippine 
Government, in codperation with the Interna- 
tional Health Board of the Rockefeller Founda- 
tion, is to send a hospital ship to the Sulu archi- 
pelago. These islands are inhabited by about 
200,000 Moros and other savage tribes. It is 
planned to maintain the service of the hospital 
ship for at least five years. 


CHANGES IN Drvue Prices.—Report from New 
York on September 9 records a few recent 
changes in the cost of drugs, especially an in- 
crease in the price of glycerin. 

‘‘A gradual advance is taking place owing to 
the ever-strengthening position of the crude 
and dynamite grades which have been practical- 
ly withdrawn from sale. Another advance of 
1 to 11% cents per pound was named in the 
chemically pure grades yesterday, the new offer- 
ing price in drums being 42@421% cents. 

Selling agents for quicksilver have reduced 
their prices $4 to $76 per flask of 75 pounds. 
This decline is attributed to the favorable settle- 
ment of the railway strike. 

Peppermint oil continues to advance, $2.25 
being now inside for bulk. An advance to $1.75 
@$1.80 has taken place in spearmint in sym- 
pathy with the rise in mint oil. Newfound- 
land cod liver oil is reported materially weaker 
at $72 per 30-gallon barrels, a decline of $3.”’ 


EUROPEAN WAR NOTES. 


PERSONNEL oF Harvarp Unir.—In the issue 
of the JournaL for August 21 we noted the 
sailing of another reinforcement for the Harvard 
Surgical Unit at the front in France. The sur- 
gical personnel of this unit was as follows: 

Dr. Daniel Fiske Jones, Boston; Dr. Lucius 
(, Kingman, Providence, R. I.; Dr. Sumner W. 
Jackson, Waldoboro, Me.; Dr. Harold W. Stev- 
ens, Cranberry Island, Me.; Dr. Hammer C. 
Irwin, Wilmington, N. C.; Dr. Robert H. Vose, 
Boston; Dr. Benjamin H. Alton, Lynn; Dr. 
Paul D. White, Boston; Dr. George P. Denny, 
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boston; Dr. Orland F, Montgomery, Rangeley 
Lake, Me.; Dr. William A. Frontz, Baltimore. 


APPEAL FOR SERBIAN ReELiEF.—A committee 
authorized by the French and Serbian Govern- 
ments, and approved by the Serbian Relief So- 
ciety, is raising funds to meet the urgent need 
of support for field hospitals among the Serbian 
army in Saloniki. This committee has recent- 
ly issued an appeal based upon the following 
letter recently received from a French woman 
in Saloniki. 

‘Our friend G— and 1 were considering 
yesterday in what way we could help the Ser- 
bian army, which is now reconstructed and sta- 
tioned here...... They have nothing—less than 
nothing—and must necessarily have recourse to 
the French hospitals. It is because of this 
that I have in my charge the care of the Ser- 
bian officers and soldiers. 1 talked yesterday 
with the chiefs of their medical service, and their 
anguish was great, for they have nothing,—neith- 
er hospitals, nor ambulances, nor transports, 
nor automobiles,—and in their intense desire 
to be again at the frontier of their own country 
they are asking each other how they will be able 
to transport their wounded and sick. 

England and France already have a heavy 
burden. The French hospitals here are far 
from sufficient, and we need so many beds. The 
personnel is good, but the material necessities 
are lacking, both beds and ambulances. 

I am head nurse in the largest quarantine hos- 
pital here (1500 beds), set apart for contagious 
diseases. We are working day and night now, 
and the heat is overwhelming, and all the dis- 
eases that we dread are spread by it. The over- 
crowding is great and the Serbian soldiers, who 
have only a few beds, are scattered here and 
there. 

It is necessary to see this to feel all the hor- 
ror of it. Even now we are put to the test by 
the sickness alone of the Allied armics. What 
will it be when they start fighting? 

Please forgive my importunity, for now any- 
thing seems permissible and your country is 
such an immense storehouse and her generosity 
is incomparable. Consider that all our gold 
and all our reserve stores have been turned into 
ammunition, cannon and bullets. Though we 
are now in the middle of summer the third win- 
ter is approaching, bringing with it new suffer- 
ings.’ 


Subscriptions towards the maintenance of a 
hospital for the Serbian army should be sent 
to the Franco-Serbian Field Hospital of Ameri- 
ca, 17 West 30th Street, New York City. 


GERMAN ARMY Dentistry.—In the spring of 
1916. a meeting of German civilian surgeons 
and dentists was held in Berlin, at which Sur- 
geon-General Schultzen presented a statement 
of the organization and work of the German 


This statement is ab- 
in a recent issue of 
the British Medical Journal:—‘The work 
fell into two main _ divisions—the treat. 
ment of wounds of the jaw, which was the 
more important, and the everyday treatment of 
soldiers’ teeth, including the making and fitting 
of artificial teeth, to render the men fit for ae- 
tive service or employment on war duties. The 
incidence of wounds, of the jaw had, he said, 
far exceeded expectations, with the result that 
five dentists had to be attached to each army 
corps, although, under an arrangement made 
in 1907, only one dentist was provided for each. 
Dentists were appointed to military hospitals 
where adequate facilities were provided for 
skilled work, and were employed also to a cer- 
tain extent nearer the firing line, when the 
fighting assumed a stationary character. In 
fracture of the jaw, the primary object of the 
dentist was to immobilize the fragments in or- 
der that the patient might be sent on at once to 
a special jaw hospital at home, where extensive 
operations could be undertaken. About 1,000 
dentists were employed by the army on the 
lines of communication and at home. The or- 
ganization had worked smoothly. It had been 
hoped that, owing to the supervision and treat- 
ment of school children’s teeth, the teeth of the 
recruit would be found on the whole to be sound. 
But between the school age and the military age 
there was evidently time enough for neglect of 


Army dental service. 
stracted as follows 


the teeth to provide plenty of work for the 


army dentist.’’ 


War Reiser Funps.—On September 15 the 
totals of the principal New England relief funds 
for the European War reached the following 
amounts :— 


Secours National Fund $210,354.17 
French Wounded Fund 118,574.56 
French Orphanage Fund 61,875.93 
Belgian Tobaceo Fund 58,650.00 
Surgical Dressings Fund 46,322.37 
Prince of Wales Fund 14,731.92 


MEXICAN NOTES. 


Hygienic Conpitions IN Mexico.—In last 
week’s issue of the JouRNAL we noted the rela- 
tively low disease and death rates among the 
United States troops at the Mexican frontier. 
Report from field headquarters of the American 
Punitive Expedition in Mexico on August 23, 
states that during the past five months the mem- 
bers of this expedition have suffered only six 
deaths from disease. The present sick rate 1s 
1.5, which would be increased to 2.5 if a num- 
ber of patients treated at the base hospital were 


-ladded to those in the field. There has been 4 


good deal of amebie dystentry among the 
soldiers, which was controlled by means of 
chloride disinfection of the water supply. 

On August 23, Dr. Thomas Darlington of New 
York, representing the National Civic Federa- 
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tion, made the following report of his recent 
tour of inspection among the troops at the front- 
jer and in Mexico: 

‘‘T have inspected the base hospitals at San 
Antonio, El Paso, Nogales and Douglas, and 
have seen the troops in the field. I spent four 
days at Colona Dublan, headquarters of General 
Pershing’s forces. The camp is most interest- 
ing. I don’t suppose there will ever be another one 
like it. To be sure, conditions are not ideal; the 
flies are pretty thick, but the point is, in Mexico, 
as along the Border, army officials have done 
their best for the comfort and health of the 
men.”’ 


There are, at present, sixteen hospitals of the 
War Department established along the Mexican 
border. These are already equipped to accom- 
modate 2,500 patients and when completed will 
have a capacity of 4,500. 


MASSACHUSETTS VOLUNTEER AID Funp.—On 
September 16, the total of the Massachusetts 
Volunteer Aid Association fund for the relief of 
families of Massachusetts troops at the Mexican 
frontier reached the amount of $75,990.15. 


BOSTON AND NEW ENGLAND. 


Work AND NEEDS OF CaRNEY Hospitau.—A 
recently published fifty-seecond annual report of 
the Carney Hospital records the work and prog- 
ress of that institution during the past year. 

‘The number of patients admitted during the 
year was 3,756; the number discharged, 3,589 ; 
died, 153; remaining, 132. The expenses for 
charity patients were $16,752.80. 

“The Sisters of Charity of St. Vincent de 
Paul in their report call attention to the desira- 
bility of the erection of the south wing, intended 
in the original plan, but held back because of 
inadequate means. 

‘Eighteen cases in the out-patient department 
and three in the hospital were treated in the ra- 
dium therapy clinie from its beginning, Dec. 
22, 1915, to April 1, 1916. 

“Of it the Sisters say : ‘Among the movements 
of 1915 which have been of great interest in 
bringing us new aids in our efforts to better the 
condition of suffering humanity, the most im- 
portant is the gift of radium by Professor M. 
Douglas Flattery for the establishment of a 
clinie. Radium treatment, beneficial in many 
conditions, is rapidly being granted priority over 
ny treatments in the cure of malignant dis- 

_ Another contemplated improvement is a 
Nurses Home, to be erected opposite the hospital 
on the site of the three small buildings now occu- 


pied by the nurses, yet affording insufficient ac- 
commodations, 


Dr William H. Devine, president of the staff, 
ealls attention also to the desirability of adding 
a solarium to the equipment of the Hospital. 
This conld be done by building a series of piazzas 


on the south side of the Hospital, each piazza 
to accommodate thirty patients. 


FLoatTing HospitTau’s ExcHance.—On a re- 
cent trip of the Floating Hospital, stop was made 
at Bumpkin’s Island. The doctors and nurses 
of the Burrage Hospital and those of the Float- 
ing Hospital exchanged places during the stop, 
those of the Floating Hospital taking charge of 
the Burrage Hospital and giving up the care 
of the boat to the doctors and nurses of the 
island hospital. The Long Island Hospital has 
invited the Floating Hospital to make a similar 
exchange with its institution. 


THe WEEK’s DeatH Rate Boston.—Dur- 
ing the week ending Sept. 16, 1916, there were 
216 deaths reported, with a rate of 14.81 per 
1000 population, as compared with 234 and a 
rate of 16.30 for the corresponding week of last 
year. There were 50 deaths under 1 year, as 
compared with 57 last year, and 56 deaths over 
60 years of age, against 64 last year. 

During the week the number of cases of prin- 
cipal reportable diseases were: diphtheria, 29; 
scarlet fever, 16; whooping cough, 13; measles, 
20; typhoid fever, 11; tuberculosis, 54. 

Included in the above were the following cases 
of non-residents: dipntheria, 12; scarlet fever, 
1: tuberculosis, 8. 

Total deaths from these diseases were: diph- 
theria, 1; measles, 2; tuberculosis, 20; whooping 
cough, 2. 

Included in the above were the following 
deaths of non-residents: tuberculosis, 3; whoop- 
ing cough, 1. 


Obituaries. 
EUGENE POTTER STONE, M.D. 


Dr. EuGcene Porter Stone, U.S.N., RETIRED, 
died at North Sutton, N. H., on September 5, 
1916. He was a native of Boston and graduated 
from Harvard Medical School in 1884, entering 
the navy very soon, and spending his life in the 
service until he was retired five years ago, be- 
cause of illness. Just previous to his retirement 
he was in charge of the naval hospital at Manila. 
From 1884 until 1890 he was a Fellow of the 
Massachusetts Medical Society. He is survived 
by his widow, who was Miss Margaret Grant of 
Brookline, and by two sons, one of them a stu- 
dent at Harvard Medical School. 


REUBEN WILLIS, 4.D. 


Dr. REUBEN WILLIs, of Somerville, Mass., died 
at the Robert Bent Brigham Hospital, Roxbury, 
Mass., September 6, 1916, as a result of cerebral 
hemorrhage, aged 73 years. He was born in 
Belchertown, Mass., September 14, 1842, the son 
of Jacob and Siley Fletcher Willis; enlisted as 


a private in the Twenty-fifth Massachusetts 
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Volunteers, in 1861, and saw service in the at- 
tack on Roanoke Island and at the Battle of 
Newbern, being mustered out November 23, 1863. 
He was graduated from Harvard Medical School 
in 1867, and practised in Somerville, where he 
was a member of the staff of the Somerville 
Hospital. He joined the Massachusetts Medical 
Society in 1870, and was retired in 1908. He is 
survived by his widow, who was Miss Eugenia 
Stowe of Arlington, and by one daughter. 


Miscellany. 


THE LILIENFELD X-RAY TUBE. 


In a recent issue of the Scientific American 
is published a summary of an article in Die Um- 
schau, describing a new type of tube for the 
production of x-rays, named after its inventor, 
Lilienfeld. Under ordinary circumstances the 
rays are given off by the metal surface of the 
anti-cathode under the influence of a bombard- 
ment of cathode rays thrown out from the nega- 
tive pole of a Crookes tube when the latter is 
discharged by a high tension current. 

‘‘The more nearly perfect the vacuum in the 
tube, the higher tension required for the dis- 
charge, and the ‘stronger,’ or more penetrat- 
ing, the resulting Roentgen rays. ‘Strong’ 
tubes, giving strong rays, are used for taking 
shadowgraphs of the denser, bony parts of the 
body; weaker ones, for the less dense tissues. 
In order to be equipped to meet any case that 
might arise, the surgeon must keep on hand an 
array of tubes of different strengths. Nor is 
that the only disadvantage of the tubes in or- 
dinary use. For any given tube a certain fixed 
current is proper; and if a stronger (or weaker) 
current should by accident be used, air passes 
out (or in) through the walls of the tube and 
strengthens (or weakens) the vacuum, and 
hence the tube. To be sure, the original degree 
of hardness can be restored, but only by a long 
and complicated process. 

The Lilienfeld tube is free from these disad- 
vantages. The vacuum is practically perfect; 
so it can be used without special preparation. 
Its operation involves rather more complicated 
theory than does that of the ordinary tube, but 
no more care or attention is demanded of the 
operator. The anti-cathode, which also serves 
as positive pole, projects from the top. The 
long narrow central tube contains the Roentgen 
cathode, bored from end to end parallel to the 
axis of the tube. Between the negative pole, 
situated in the obliquely projecting tube below, 
and the anti-cathode, a high tension is main- 
tained. The discharge of cathode rays is not 
induced by this current, but takes place in the 
filament’in the lower bulb, which is made inean- 
descent by an auxiliary current. These rays 
are driven violently upward through the boring 


by a high-tension current arranged for the pur- 
pose; and their passage making the upper part 
of the tube conductive, a strong Roentgen dis. 
charge then takes place. This accelerates the 
cathode rays even more, and they fall upon the 
surface of the anti-cathode with great force, 
causing the latter to give off the desired rays. 

If the current in the auxiliary circuit is in- 
creased, more cathode rays will be thrown out 
by the filament, the tube will conduct better, 
and the Roentgen rays will be stronger. So 
that by the manipulation of a resistance switch 
in the auxiliary circuit, Roentgen rays of any 
desired strengths may be instantaneously pro- 
duced, one after another, and employed success- 
ively in photographing regions of varying per- 
meability. The extremely high vacuum excludes 
the possibility of accidental strengthening of the 
rays through loss of air from the tube. Again, 
in the new model the primary high tension ecur- 
rent does not itself have to make this vacuum 
conductive, since the filament sends its cathode 
rays through the entire tube. And on account 
of the small bore, these fall upon the anti-cath- 
ode in a very close, dense bundle, and produce 
there a tiny bright spot, from which the Roent- 
gen rays are given off sideways, to the left. The 
close approach of this source of the rays to a 
single point insures a sharp and finely differen- 
tiated negative. In the old apparatus, on the 
other hand, some of the cathode rays fell upon 
the glass walls of the tube, heating them to in- 
candescence, so that there was a certain loss of 
power. Furthermore, the life of the rays is 
considerably greater in this new device than in 
the old, making possible longer exposures and 
photographing of regions heretofore imperme- 
able. 

Most notable among the advantages of this 
new apparatus is the way in which it reduces 
Roentgen photography to a mechanical opera- 
tion. By mere adjustment of an indicator on 
a scale the current is so regulated as to give a 
sheaf of Roentgen rays of proper strength. 

The chief advantages of the Coolidge tube 
have been experienced in the field of Roentgen 
therapy; those of the Lilienfeld tube promise 
to affect rather the field of skiagraphy. Its 
value and merits must await the determination 
of experience, 


DECLINING BIRTH RATES. 


In a recent number of the Journal of State 
Medicine, Sir Thomas Oliver, M.D., of the Uni- 
versity of Durham, writes an interesting article 
on the subject of declining birth rates. He re- 
gards as primary influencing causes the eman- 
cipation of women and the great change in liv- 
ing conditions during recent years. He states: 

‘‘The increasing absorption of young women 
into spheres of commercial and industrial ac- 
tivity, while tending to lighten the bur- 
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den of parental obligation, is creating prob- 
lems which in their final issue concern the fu- 
ture of the race. As effects of the withdrawal 
of female life into industry, mention may be 
made of the weakening of the home instincts, a 


love of independence, and a growing taste for 


pleasure and excitement, so that if marriage is 
entered upon, there is a growing unwillingness 
to accept the duties and responsibilities of 
motherhood. ”’ 


During the past thirty years the greatest de- 
cline in birth rate among leading countries was 
in England, which declined 25%. Russia had 
the least decline, 1%. Between these ex- 
tremes come Austria, Denmark and Switzer- 
land with 12%, Italy and Finland with 13%, 
Sweden with 14%, Norway with 16%, Germany 
with 18%, Holland with 19%, and Belgium and 
France with 21%. For comparison, the decline in 
Boston for the past twenty years is 8%. As to in- 
crease in population since the Battle of Water- 
loo, Oliver makes the statement that France has 
inereased one third, Great Britain and Ireland 
have doubled in numbers, Germany has quad- 
rupled and Finland has increased three times. 
Italy stands at one-half more and Austria one 
and one-half. The fluetuations of numbers of 
inhabitants in Italy are given with Fricks as 
an authority. In 220 B.C, the population num- 
bered twenty-two million, by 2 A.D. it was less 
than half this figure and decreased to five mil- 
lions two centuries later. At the beginning of 
the second Punie war there were 270,000 cit- 
izens fit to bear arms, and at the time of Augus- 
tus, there was doubt whether 45,000 men could 
be raised. This reduction took place during a 
long period of peace, and is an example of a 
nation which has attained a high position in 
civilization, and then thrown aside those im- 
plements which have enabled her to gain this 
position. 


‘‘A nation’s worth,’’ writes Dr. Oliver, ‘‘like 
a nation’s hope, rests not necessarily on one 
class of society, but upon the members of all 
classes who are thrifty, who are leading normat 
lives and who are discharging simple duties to 
the family and to the state.’’ | 


In this connection it is interesting to note the 
Statements of Professor Walter F. Willcox of 
Cornell, in the March number of the Journal of 
Heredity. In regard to the decline of both the 
death and birth rate, he believes that the death 
rate can and it must be controlled by the edu- 
cation of the people. He does not regard this 
decline of births, however, as an unmixed evil, 
for he states that had the birth rate not dimin- 
ished, the population of Europe would now, but 
for the war, be increasing faster than the 
Wealth or food supply could maintain it. The 
unfortunate aspect of the situation is that those 
strains best qualified to perpetuate themselves, 
Such as college graduates and native American 
stock, are classes which contribute most to thé 


declining rate. As a striking example of the 
present rate of declination of births, he caleu- 
lates, using the ratio of children to women of 
child-bearing age, that, should conditions re- 


main precisely the same, in a century and a 
half there would be no children born. He does 
‘not presume, of course, that conditions will re- 
main the same, but makes the statement as an 
argument for proper consideration of a signifi- 
cant trend of civilization. 


Correspondence. 


HOSPITAL AND GENERAL PRACTITIONER, 


Mr, Editor :— 

One has heard of late statements ad nauseam as to 
the desirability of group-clinics, as to the preéminence 
of modern hospital methods, and the utter fatuity of 
the practitioner, Not unnaturally the practitioner 

has “come back” in rebuttal. But the statements in 
rebuttal have been protests as to the method of pre- 
sentation; and as to that only. It is not really im- 
portant whether photographs of the disputant’s fam- 
ily life accompany the article or not; the question is, 
at the long end of it all, whether he is right or wrong. 

My quarrel is with the alleged facts that have been 
so gayly assumed as premises. It has been asserted 
(and loudly) that hospitals do work far better than 
the general practitioner can do. Case for case in the 
whole community, this may be true. I doubt it a bit, 
but hope I am wrong, as I try to be proud of my own 
hospital service. But if this is true, why is it true? 
Is it because of laboratory facilities, as we are so 
often told by a man who only recently characterized 
all urine analyses as useless or needless? Probably 
not. 

Probably if it is true that the hospitals (the public 
ones) do better work, it is because they make a sin- 
cere and rather successful effort to pick the best men 
in the community for their staff positions. These 
men work along, year after year, recognizing that the 
house officer in training is not half so good an assist- 
ant as his hospital predecessor (now the surgeon’s 
private assistant); recognizing that Dr. X could, and 
would, take far better bismuth plates in his own x- 
ray plant, and that the plates would be filed—not 
lost; recognizing that nurses in training are not so 
zood as they will be after they are trained; knowing 
that the externe etherizes in a way that would not 
“vet by” outside, but realizing that these folk must 
learn, while the “Visiting” does the best he can under 
the handicap. 

They do this work partly because of tradition and 
a vague sense of public duty; partly because of the 
constant intimate contact with their peers, which so 
much makes for sanity and balance; partly because the 
vast experience gained in what we may call the loose 
wholesale business of a hospital is a great help toward 
a perspective, hardly to be gained by the more care- 
ful and detailed work of a private practice, which 
must, in the nature of things, be relatively small in 
these years in which a man’s maximum hospital work 
is done. 

After this period, he goes on as with any other 
fixed habit. If the hospitals turn out better work it 
is because they have the best men; not because the 
hospital system is ideal. 

Just now a nation-wide investigation of hospitals 
(with standardization in view) is imminent. This Is 
not because the country’s hospitals are too good! In 
this community we have had a chance for a few years 
to rate efficiency with regard to the treatment of 


e 
e 
t 
0 
j 
| 
| 
| | 
| 
| 
| 


454 


BOSTON MEDICAL AN 


D SURGICAL JOURNAL 


[SEPTEMBER 21, 1916 


accidents. Do the big hospitals show up in the lead? 
1 trow not; very much not! 

Best of all are the “company hospitals” of the big 
industrial plants, Worst of all is the untrained prac- 
titioner; poorly equipped because of poor pay. So 
far as I can get the facts, most of the reasonably 
successful practitioners show up about level with the 
good hospitals in results. 

Let us not forget that the “G. P.” has an x-ray man 
who does better work in the office afternoons than 
at the hospital of a morning; that he can always get 
interested advice from a medical or surgical colleague, 
or a nerve sharp, or a skin specialist, or what not, 
at any time, even for the patient who cannot pay a 
cent, and that this colleague will do better work on 
a case so referred than he does (however good his 
intentions) on a routine case pushed into the routine 
of his clinic. 

One cannot quite organize any professional service ; 
least of all that service of medicine which has from 
time immemorial been personal, altruistic and inter- 
ested. 

The doctor must be paid; he spends like another; 
wants as much money, but after all you cannot quite 
buy a doctor! His best work is where his heart is, 
and pay has little to do with it. 

I am afraid that as time goes on, there is danger 
that medical care of the citizen is going to become a 
function of the State, but there is some comfort in 
the fact that we of this generation are not likely to 
live to see this development interfere seriously with 
our own work in the profession we have grown up in. 

One other point, and I am done. 

In this social or sociological scheming for the up- 
rooting of medical practice, much has been made of 
the successful experiments of certain universities in 
the care of their students. Does it not occur instantly 
to any thinking man, that what can be done—has 
been done—at certain Western universities, namely, 
care at $5.00 (or whatever it may tot up) for the 
year, is absolutely valueless in arguing as to the 
medical care of a mixed community? Not only are 
the students at the age of maximum vigor, maximum 
interest in active affairs, minimum morbidity, but’ 
they are a picked class as well; the very best of our 
population. More than this, they are exempt from 
want, exempt from the strain and risk of industry, 
and exempt (or nearly so) from the great load of 
aleoholism and social vice. What can one argue from 
such a community as to what can be done in one of 
our big cities? 

If we are to plan for the “socialization” of our pro- 
fession, is it not time for us to look to men who can 
think in broad terms; who are fit to be leaders in a 
broad consideration—not of theories but of conditions, 
as they are: who can plan for the future, not for 
Utopia? 

Changes in medical practice are sure to come: prob- 
ably rather rapidly. Should we not plan to meet them 
by consideration of facts, as they are, not as they 
might be? 

Verv truly yours, 
FRreDERIC J, Corron, M.D 
Boston, August 9, 1916. 


P. S.: By the way, there may be some of your 
readers who mistake all this recent stuff for original 
thinking. 

They should be disillusioned and referred to the 
long prologue of “The Doctor's Dilemma” by a won- 
derfully whimsical, clever, witty and mainly wise 
Irishman, named Shaw, who writes wonderful Eng- 
lish to express rare sense and rarer nonsense. Per- 
haps he is right; perhaps (as I think “mine own self’’) 
half right; but Bernard Shaw did the only real think- 
ing involved in this medico-sociological problem. 

This relation of thought to headlines seems not un- 
usual, J. C. 


BETTER DOCTORING FOR LESS MONEY, 


Boston, Mass., Aug. 14, 1916, 


Mr. Editor: I have been interested in the discus- 
sion in your columns of “Better Doctoring for Less 
Money,” and have, therefore, read with care that 
contribution. I am reminded of the homely saying 
of one of our native philosophers: “It’s better not 
to know so much than it is to know so many things 
that ain’t so.’’ 

It must be a matter of regret that the writer of 
the article in question chose to express his opinion 
in such an infelicitous manner. Here and there is 
a suggestion of irony, to be sure, as in “the state of 
things which I have described—I believe without ex- 
aggeration.” But whether it be satire or something 
else, it is to be taken seriously and it is a fair ques- 
tion to ask what the author is trying to say. 

It is unfortunate that attention has been so di- 
verted by the misrepresentation on the part of the 
author, perhaps gaucherie is a more accurate term, 
that his main point, as I see it, seems to have been 
missed by some of the critics. 


The writer believes, as I understand him, that co- 
Operation among physicians, by the group system, in 
connection with hospitals, will solve the problem of 
bringing to all who are sick the best medical art of 
today at a cost which any can pay. Stated thus con- 
cisely, it is easy to see that not all can have the best, 
and the problem is not the same in rural as in the 
urban communities. 

There is some such problem before the medical 
profession today. Its solution is not yet clear. Per- 
haps the group system, in reality widely spread at 
present, may be of some assistance if it is more for- 
mally and extensively applied, and linked with hos- 
pitals. That this alone will suffice is questionable. 

Now many other problems are touched upon in 
the original article and in the rejoinders. It would 
tuke too much of your time for me to specify all the 
errors, inaccuracies and misrepresentations. Scarce- 
ly a paragraph is above criticism. The comparison of 
students, picked young men and women, with the cli- 
entele of a general practitioner is illuminating. I am 
inclined to think that at a university clinic there 
would be little material for the departments of ob- 
stetrics, gynecology, pediatrics and genito-urinary dis- 
eases, for example, which constitute an important 
part of the interests of the man in general practice. 
Then, too, the diseases of the “degenerative” type, 
common after fifty, one would hardly expect to see. 
Is it true, I wonder, that at the University of Cali- 
fornia suspected early disease is real, at Harvard 
imaginary? 

In the closing section, on the financial temptations 
of doctors in private practice, the author has de- 
meaned himself unworthily. His arraignment of the 
medical profession is unjust. Is it not more nearly 
true to say that it is one of the glories of the medi- 
cal profession that physicians spend their lives in 
preventing disease and curing the sick, trying to ac- 
complish that which, if successful, would take away 
their livelihood? 

But my object in writing is to call attention to the 
fact that we seem to be forgetting ourselves. Why 
this acrimony of discussion? The specialist is not 
a recent development. Before the times of the Father 
of Medicine, there were specialists among the Egy]> 
tians, and probably there will be specialists for some 
time to come. I am inclined to think the general 
practitioner will fortunately always be with us, not 
however, because he is poor. It will be a sorry day 
when society is so organized that there is no longer 
a place for such a man as the Doctor of the Old 
School. 

We sometimes think of the specialist as one who 
charges special, that is high prices,-not one who, 
having special knowledge and skill, renders special 
service in the art of medicine. It is the specialist on 


whom chiefly falls the burden of advancing knowledge 
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in both the art and the science of medicine, and his 
is the corresponding joy. This duty of the specialist 
is too often forgotten. 

There are faults on the part of some specialists 
and on the part of some general practitioners. 
Whether the faults will be affected by the new era 
1 do not know. Some physicians in general practice 
are ignorant, unscrupulous, dishonest, criminal. Well, 
«) are some specialists. So are some lawyers. Some 
men and some women are unfaithful to their mar- 
riage vows. Shall therefore the marriage vows be 
relegated to the limbo of outgrown and harmful su- 
perstitions ? 

The problems arising from the growth of special- 
ism, the progress in medical knowledge, the concen- 
tration of population in large urban communities, and 
the tendency toward socialization of many activities 
within the state, are problems which concern all of 
us, Which we must all face and to solve which we 
must all do our part. 

Efficiency is the cry of today. It is not new. 
“Whatsoever thy hand findeth to do, do it with thy 
might, for there is no work nor device nor knowledge 
nor wisdom in the grave where thou goest.” But ef- 
ficiency in itself is not what we want. A machine 
that makes an automobile a minute may be efficient 
in one sense of the word, but if it is telescopes that 
are wanted, “it cumbereth the ground.” So the gen- 
eral practitioner is relatively inefficient in making 
very exact physical diagnoses, dispensing drugs, keep- 
ing elaborate records, compiling statistics, even in 
performing delicate and difficult operations, of which 
there are really some in modern surgery. But we find 
him very efficient in ministering to some of the needs 
of his people, for these often love their family doctor 
and look upon him as their friend. I wonder at 
times if a reason why some of the members of the 
medical profession are not looked up to as were our 
grandfathers, is not because we have not as much 
real manhood as they possessed. We know more 
about leucocytes and phagocytes, toxins and antitox- 
ins, Widals and Wassermanns, but are ignorant of 
the weightier matters of the law which made them 
towers of strength in their communities. 

I do not mean even to suggest the solution of the 
many problems confronting the medical profession 
today. The solution is not easy. I am quite sure, 
however, that it is not true, as the writer of a Ques- 
tion of Medical Ethics says, “if we worked in har- 
mony more and talked harmony less, advance in med- 
ieal progress would be assured and unobstructed.” 
For lack of harmony is not the only obstruction to 
advance in medical progress. But it is true that 
when “we put aside petty jealousies and work to- 
gether for the common good,” we have made a be- 
ginning in the right spirit, the spirit which does ac- 
tnate most of the men in the profession. And medi- 
cine is a profession; it is not an industry or a trade. 
But to this right spirit must be added intelligence, 
honesty, love of justice, forbearance, and loyalty to 
—- ideals, which means determination to make them 
real, 

Yours very truly, 
STEPHEN RusH More, M.D. 


THE FUTURE OF BLINDED SOLDIERS. 
(From Our Special Foreign Correspondent.) 
Lonpon, 16, 1916. 


St. DunsTAN’s Hostert ror BLINDED SoLprEeRS 
AND SAILORS. 


Mr. Editor: A great work is being carried on by 


the National Institute for the Blind. Sir Arthur 
Pearson, President and Honorary Treasurer of the 
Society, is himself blind, and has organized a “house 
of good comfort” for blinded sailors and soldiers. A 
house and extensive grounds in Regent’s Park were 


turned over to the institute through the generosity 
of Mr. Otto Kahn, an American, and in March, 1915, 
these premises became St. Dunstan's Institute for 
the Blinded Soldiers and Sailors. 

At the end of the first year, in March, 1916, there 
were at the hostel, or in the annexes at the sea- 
shore, 140 non-commissioned officers and men. St. 
Dunstan’s is a “workshop of darkness,” differing 
from other institutes for the blind in that those who 
enter were, not many months before, strong men, 
possessed of their full powers. 

As | approached Regent’s Park I met two blind 
men. They had come to a crossing on a busy street 
and hesitated. A passerby stepped up and piloted 
them across and the two passed on down the side- 
walk as though much at home. I entered the park 
and turned up the driveway to St. Dunstan's. There 
seemed to be no able-bodied men about, but one 
grows used to that in these times. Even the lodge- 
keeper was one-armed. The hostel was apparently 
filled with young ladies in Red Cross uniforms or 
dressed in simple white. None of the blinded 
was in sight, but as I walked out to the gar- 
dens one entered whistling cheerily. He passed 
through the room, following the strip of carpet laid 
as a pathway through the building. A young lady 
acted as ‘my guide, and we proceeded to the work- 
shops scattered about on the lawn, which sloped gen- 
tly down to Regents’ Park Lake. We entered a hut 
where a dozen or more men were being taught to 
read and write Braille, which, I believe, they pick 
up in a surprisingly short time. The alphabet is the 
same as that used in America, but the abbreviations 
are quite different. They write with machines re- 
sembling small, two-faced typewriters, which punch 
out the letters on strips of stiff paper. The teachers 
are women who come in each morning for this volun- 
tary work. A small class was learning typewriting, 
and I was told that a number had secured good po- 
sitions as stenographers. 

At the sound of my guide’s voice several of the 
men cried cut, “Oh, Miss , Will you save me 
a dance tonight?’ It seems that, in addition to 
other entertainments, dances are held once or twice a 
week, and all the men are instructed in the terpsi- 
chorean art. 

We passed an open window and stopped to look in 
on a group of men gathered about a table. One was 
reciting an accurate description of the surfaces and 
borders of the clavicle, while the others followed by 
fingering specimens of the bone. This was an anat- 
omy class for those who wished to become masseurs. 
The blind have had considerable success with mas- 
sage. One of the men from St. Dunstan’s recently 
took the first place in the examinations given by the 
Incorporate’ Society of Trained Masseurs, against 
180 competitors. Others are doing massage now in 
military and civilian hospitals. We entered the 
workshops. Here was a perfect babel of noise. Sing- 
ing and whistling were punctuated by the rapping of 
many hammers. One section was making shoes, and 
very good work they did. Another was carpenter- 
ing, and their instructor, also blind, passed busily 
from bench to bench. The joints they made were 
excellent. Some worked at mats, others wove bas- 
kets or nets. I was told that a number had learned 
telephony, and were now doing the work of cen- 
trals in a satisfactory manner. Others had gone out 
as trained gardeners. 

The institute publishes music for the blind, and 
also a weekly edition of the Daily Mail, thanks to 
the generosity of Lord Northcliffe. The men seemed 
surprisingly busy and happy. In fact, one might 
travel a long way before finding an institute of any 
nature which is pervaded with such a cheering atmos- 
phere. Not the whole day is spent in work, for each 
afternoon they take a few hours’ relaxation, and 
many spend their time boating or even canoeing. 

Sincerely yours, 
W. G. P. 
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LIGHTER FORMS OF POLIOMYELITIS. 

Mr. Editor :— 

Several cases that have come under my observation 
during the past two or three weeks lead me to the 
inference that some of the men in a position of more 
or less official authority in this State in connection 
with the present epidemic of poliomyelitis are not 
conversant with the lighter forms of this disease. If 
we may reason from analogy with other infectious 
diseases, it would seem as important to recognize and 
isolate the light forms of poliomyelitis as it is to sub- 
ject the more pronounced cases to a strict quarantine. 
The failure to do so offers a menace to the community 
really greater than the unrestricted freedom of a well 
pronounced instance of the disease, for in the latter 
instance a brief period of relative isolation is natur- 
ally enforced by the victim’s more or less helpless 
condition. 

The fact that seems not recognized by those re- 
sponsible for the enforcement of quarantine is that 
absolute paralysis of muscles or muscle groups is not 
necessary for the diagnosis of anterior poliomyelitis. 
Many years of observation, previous to the present 
epidemic, at a large clinic in this city where many 
cases of this disease are seen every year, has demon- 
strated the fact that instances occur in which after 
an onset of typical character, with vomiting, fever, 
constipation and malaise, the child is left without 
absolute paralysis of any muscle or muscle-group, but 
with relative weakness of some muscle or group of 
muscles, and with loss of the deep tendon reflexes 
corresponding to or in the vicinity of the paretic 
muscles. 

These cases must be considered as instances of an- 
terior poliomyelitis, No other diagnosis is justified, 
and, so far as we know, the victim of such a symptom- 
complex is just as much a menace to the community 
as the victim with complete paralysis of an extremity. 
The extent and severity of the disease in any one in- 
dividual is probably a matter largely of relative in- 
dividual immunity. If we admit at all the con- 
tagiousness of this disease, we must recognize that, 
as in the case of diphtheria, a light instance in one 
child may transmit to some other child a more malig- 
nant type of the disease. 

Physicians in responsible positions in hospitals or 
in health departments may be pardoned in failing to 
recognize abortive forms of this affection without 
sequelae, but it does not seem so excusable to ignore, 
during an epidemic, cases with suspicious onset fol- 
lowed by the residual of relative muscular weakness 
and abolition of the deep tendon reflexes, especially 
when this is conspicuous in one limb when compared 
with perfectly normal conditions in the opposite 
extremity. 

Another variety of this disease that does not ap- 
pear to be readily recognized is that which takes the 
form of acute encephalitis without nuclear involve- 
ment, either bulbar or spinal. I had thought that the 
long disputed claims of Strumpell had for some years 
been recognized as valid, but I was surprised to find 
recently that reluctance existed in a certain Boston 
hospital to accepting the identity of the two forms of 
infection, nuclear and cerebral. Not only do we have 
eases, during epidemics of anterior poliomyelitis, with 
purely cerebral symptoms, but such instances may 
on autopsy present no macroscopic explanation of the 
cause of the symptoms or the reason for the fatal 


termination, these being revealed only by careful and. 


extended microscopic examination. These are in- 
stances in which the process is of focal character, and 
more or less limited in extent. They may not be 
accompanied by any localizing symptoms during life, 
but they are often characterized by hemiplegia or 
monoplegia, of course of the spastic type. They are 
frequently of very acute onset with a sharp rise of 
temperature, which, however, does not subsequently 
present any particular curve, and often soon falls to 
or near the normal level. In children, the convyul- 
sions that sometimes accompany the affection are 


frequently attributed to errors in diet or to some such 
irrelevant cause. 

Under present circumstances I feel that attention 
should be called to the above facts, and I trust you 
will lend your columns to their publication. 

Very sincerely yours, 
ARTHUR W. FatrBaNnks, MD. 
591 Beacon Street, Boston, September 6, 1916. 


A CASE OF POLIOMYELITIS. 
Mr. Editor :— 

The following b:ief account of a case of acute 
anterior poliomyelitis may be of interest on account 
of the age of the patient. 

A man, sixty years and eleven months of age, 
awoke Thursday morning, Aug. 17, at about five 
o'clock, feeling sick. He ate little breakfast, but went 
to his work as a carpenter. He had such severe pain 
in his shoulder blades, shoulders and extending down 
the outer side of his upper arms and he had to leave 
work and go home at eleven o’clock. He was very 
restless during the afternoon, and sent for me in the 
early evening. The pain, which he described as 
“horrible,” was not affected by movements of his 
arms, Which he could ma freely in all directions. 
There was a slight retraction of the head as he lay 
in bed, and some resistance to flexion of the neck, 
although he could rotate the head without difficulty, 
Ile was extremely restless, continually getting in and 
out of bed, and occasionally walking to the bathroom. 
The temperature was 101°; pulse, 90. 

My suspicion was aroused by the severity of the 
pain, the indefiniteness of its locatign, and the fact 
that it was not affected by movements; by the slight 
rigidity of the neck, and the rise of temperature. 
During the next day he was much as he had been 
on the day before, although he was in somewhat less 
pain, and the stiffness of his neck was rather more 
marked; he was still very restless. The temperature 
continued about 100°. In the late afternoon he could 
not raise his left arm quite so readily as the right. 

Saturday morning both arms were paralyzed, al- 
though he could move his fingers a very little; his 
breathing was entirely abdominal, and he choked 
when he tried to swallow. He died at 7 P.M., about 
two and a half days after the onset of the disease, 
from paralysis of the muscles of respiration. He was 
conscious until his death, which occurred suddenly as 
he was being helped from a chair to the bed. 

The autopsy, on Sunday, showed no gross appear- 
ances of disturbance of the cord, but microscopic 
sections, made by Dr. Mallory, showed typical signs 
of poliomyelitis. 

The points of special interest to me were the age 
of the patient and the fact, known to pathologists but 
not, I believe, to the average practitioner, that the 
cord lesions may not be apparent except on micro- 
scopic examination. M. V. Prerce, M.D. 
Milton, Mass,, Aug. 26, 1916. 


BELGIAN PHYSICIANS’ RELIEF FUND. 
IREPORT OF THE TREASURER OF THE COMMITTFE OF 
AMERICAN PHYSICIANS FOR THE AID OF THE BELGIAN 

PROFESSION, FOR THE MONTH oF AvGusT, 1916. 


No contributions for the month of August. 
Previously reported receipts .... $7,946.86 
Previously reported disburse- 

ments :— 

1,625 std. boxes food @ $2.20 $3,575.00 

1,274 std. boxes food @ 2.30 2,930.20 


353 std. boxes food @ 2.28 804.84 
Total disbursements ......... $7,510.04 


F. F. Stupson, M.D., Treasurer. 
7048 Jenkins Arcade Bldg., Pittsburgh, Pa. 
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